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People’s Watch 


People's Watch is a human rights organization which has been actively engaging itself in the 
protection and promotion of human rights in Tamil Nadu since 1995. Now, after ten years of 
work, the organization has expanded its concerns throughout the country. 


People’s Watch seeks to create a society free from human rights violations and 
discrimination. This vision finds its expression in two ways. First, People’s Watch endeavors 
to hold the State accountable to its citizens for chronic abuses of their rights. Second, it 
attempts to spread a human rights culture which may be able to safeguard welfare and the 


freedom of all people. 
Programs at People’s Watch: 
1) Building Monitoring and Intervention Capacity 


People’s Watch works to transfer skills and build the capacity of other groups in civil society. 
By creating human rights cells, individuals can play a significant role in defense of human 
rights. People’s Watch hopes to identify and train more than ten thousand human rights 
monitors. These people will be drawn from different parts of Tamil Nadu and will represent 
diverse minorities, castes, backgrounds, religions, and political parties. They will learn to 
- conduct fact-finding missions and document human rights violations, as well as to engage in 
local intervention and community-based rehabilitation. They will prepare various documents, 
including the Annual Report on Human Rights Violations, a compilation of violations such as 
custodial deaths, rapes and torture. 


2) Human Rights Campaigns 


People’s Watch works to found a “Citizens for Human Rights Movement” (CHRM) that 
engages women and men from a broad spectrum of society's political parties, movements, 
castes, religions, trade unions, and civil society groups. The Movement will form taluk, 
district and state committees with male and female coordinators to protect and promote 
human rights throughout the state. People’s Watch will work towards an independently 
functioning CHRM and sustain its ongoing effectiveness. 


People’s Watch has also been working to promote a Campaign Against Torture in Tamil 
Nadu. In addition to observing the International Day of Solidarity with Victims of Torture on 
June 26th, the Campaign plans to Spread an anti-torture campaign to other states. 


3) Rehabilitation Center for Torture Victims: 


People’s Watch operates two facilities that provide security and support to survivors of 
human rights violations. Located in Madurai and Mettur, the centers employ a holistic, rights- 
based approach to rehabilitation, involving individuals from diverse sectors of society in the 
recovery process. Centers provide psychological, medical. legal and social services to 
Survivors and their family members, and through educational assistance and economic 
development projects, they promote the Socio-economic rehabilitation communities affected 
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by torture. Finally, the centers encourage networking among survivors and between 
organizations and movements advocating for the rights of survivors. 


4) The Institute for Human Rights Education 


Following the tremendous success of its first Human Rights Education Initiative launched in 
Tamilnadu schools in 1997, People’s Watch is now introducing Human Rights Education in 
schools across India. The plan targets eleven states for the next three years and envisions 
advocacy and lobbying efforts with the state and Central Governments. This project will 
coincide with the United Nations’ World Program for Human Rights Education in Schools 
(2005 — 2008). 


The Institute also produces training programs for government officials, teachers, students, 
and other members of the educational sector. As part of this process, People’s Watch will 
publish human rights workbooks in Tamil, English and other local languages. People’s 
Watch will also offer human rights intervention training programs to various strategic groups. 


5) Communication: Documentation, Publication and Media 


People’s Watch uses every possible means to influence public opinion and foster public 
awareness of human rights. It documents and catalogues all violations of human rights in 
Tamil Nadu and maintains a library of human rights publications, fact-finding reports and 
other media for use by researchers and organizations. Additionally, People’s Watch is 
creating a publishing house committed exclusively to human rights literature. Through its 
efforts, People’s Watch hopes to create a culture of human rights across all segments of 
Indian society, thereby empowering all people to protect and promote the human rights of 
everyone. 


6) Tsunami Relief Effort 


Shortly after news of the tsunami’s destruction was first broadcast to the world, People’s 
Watch began contributing to the ongoing relief efforts. It provided direct assistance to over 
twenty thousand survivors in coastal communities and coordinated the many organizations 
eager to join the relief effort. People’s Watch volunteers conducted two Rapid Impact 
Assessments in nine coastal districts. These sought to identify the most dire community 
needs, examine the long-term outlook on livelihoods, and assess provision of basic 
amenities such as water, sanitation, and healthcare facilities. 


People’s Watch played a significant leadership role in the formation of the Tsunami Relief 
and Rehabilitation Coordination for Tamil Nadu and Pondicherry (TRRC), a collaboration of 
many concerned organizations seeking to ensure that aid is delivered as quickly and 
effectively as possible within the State and Union. Additionally, and in collaboration with the 
SOCO Trust (Madurai) and Human Rights Law Network (Chennai), People’s Watch 
(Madurai) created the Tsunami Legal Action Committee, which continues to fight for the legal 
rights of affected communities with respect to issues such as shelter, compensation, land, 


and insurance. 
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The National Project on Preventing Torture in India 


European Union supported National Project on "Preventing Torture in India: from 


Public Awareness to State Accountability” 


European Union has formally approved this national level project in the last week of 
December 2005 and it comes into effect from January 2006 for a period of three years. The 
aim of the action is to initiate and model a national campaign for the prevention of 
torture in India, with a deliberate focus on torture practices routinely employed by police. 
This project will be carried out in 10 States: Tamil Nadu, Kerala, Karnataka, Andhra 
Pradesh, Rajasthan, Orissa, Uttar Pradesh, Madhya Pradesh, West Bengal, and Bihar. 


The overall goal is the prevention and reduction of torture in India, where police abuses 
remain an entrenched and often routine law enforcement strategy. And its scope will include 
interventions against instances of assault and physical abuse, custodial death, custodial 
rape, threats and psychological humiliation, and deprivation of food, water, sleep, and 


medical attention. 


Protect potential survivors of ‘orture, particularly those belonging to vulnerable and 
marginalized communities, 


> Highlight individual cases of torture as and when they occur, 


> Improve institutional response to instances of torture by demanding state 
accountability, 


> Advance an ethic of responsibility and restraint among law enforcement officers, 


> Educate and enlist professional groups such as lawyers, social activists, doctors, 


psychiatrists, journalists, and teachers in the campaign to prevent and eliminate 
torture, 


>» Raise public awareness of torture as an unlawful and widespread abuse of police 
powers, 


Promote favourable policy outcomes in the form of anti-torture legislation and fulfilling 
of commitments to existing international treaties. 


Two stages will drive the action’s overall agenda: first, the formation of ten state-wide 
networks to monitor instances of torture and intervene on behalf of individual survivors : 
and second, a national awareness campaign that uses this monitoring data to generate 
public and professional condemnation of torture practices within a wider culture of rights, 
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improve enforcement of and adherence to existing constitutional guarantees, and lobby for 


CAT ratification and stricter domestic laws in India’s Parliament and the’ individual state 
legislative assemblies. 


The district-by-district torture monitoring will be conducted by a corps of 100 torture 
monitors across the ten states, drawn from local affiliates coordinated by FNF’s partner 
People’s Watch. Torture monitors will investigate abuses as they occur in real-time— 
interviewing survivors , witnesses, and police, collecting documents, and mobilizing local 
media coverage. These fact-finding missions will subsequently provide the basis for 
targeted legal interventions, primarily in support of individuals from marginalized groups, 
performed by staff lawyers in each state. 


The national awareness campaign coordinated by project staff will employ the raw data 
generated by these monitoring activities to drive media coverage, public education, and 
lobbying activities devoted to bringing greater visibility to the prevalence of torture in India. 
Reporting on individual instances of abuse will be matched by activities that aim to broadly 
educate public audience as to their rights and the legal resources available to them. On a 
policy level, the campaign will push to increase these protections. It will also include at its 
core a series of state-level awareness conferences targeting the various professions 
implicated in the elimination of torture: lawyers, social activists, doctors, psychiatrists, 
journalists, and teachers. Police themselves, as well as members of the judiciary, are also to 
be treated as intermediaries, receiving awareness training that addresses them as 


constructive partners rather than adversaries in this project. 


We have established an office in each project state, headed by a state director, and assisted 
by a part-time lawyer and three program associates. In all fifty districts in which we work, one 
or two District Human Rights Monitors will engage in fact-finding missions and assist 
survivors of human rights abuses. In each state, civil society organizations in one taluk will 
undergo an intensive awareness program and serve as a model in uncovering best 
practices. This nationwide project is headed by a National Director, based in Madurai, 
Tamilnadu, and a National Program Officer, located in New Delhi. | 
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l. INTRODUCTION TO HUMAN RIGHTS 


“The aim of all political association is the conservation of the natural and 
inalienable rights of man.” 


- Locke 
1.1 What do we mean by ‘Human Rights’? 


‘Human Rights’ have been the subject of much jurisprudential discussion, which revolves 
around the idea of the entitlement of human beings to a range of legal rights, which are 
fundamental and inviolable in nature. Proponents of some types of natural law theory argue 
that, because man is made in the image of his Creator, he possesses an intrinsic dignity, 
which must be translated into legal rights. 


‘Human Rights’ is both a simple as well as a difficult expression to define and comprehend. 
Simple in the sense that ‘Human Rights’ is defined simply as the rights of human beings. For 
example, D.D. Basu has defined ‘Human Rights’ as “those minimal rights, which every 
individual must have against the State or other public authority by virtue of his being a 
member of the human family, irrespective of any other consideration.”' Gewirth described 
human rights as “rights which all persons equally have simply insofar as they are human.” 
Difficult, in the sense, the way in which the expression ‘Human Rights’ is defined in the 
Protection of Human Rights Act, 1993.? 


Before trying to understand the meaning of the expression ‘Human Rights’, it will be more 
appropriate to understand the meaning of the word ‘Right’ in its proper sense. Allen has 
defined ‘Right’ as “the legally guaranteed power to realize an interest.”* Holland has defined 
‘Right’ as “the capacity residing in one man of controlling, with the assent and assistance of 
the State, the actions of others.”* Holmes has defined ‘Right’ as “nothing but permission to 
exercise certain natural powers and upon certain conditions to obtain protection, restitution, 
or compensation by the aid of public force.”> Salmond defined ‘Right’ as “an interest which 
the law will recognize and protect, respect for which is a legal duty, disregard of which is a 
legal wrong.”® All the above definitions of ‘right’ stress the recognition of the person’s 
‘interest’ or ‘power’ by the state/law. Therefore in view of the above definitions of ‘right,’ 
Human Rights will mean those interests of human beings, which are recognized and 
protected by the State. 


However, there prevails another view, according to which ‘Human Rights’ are not dependent 
on the State. Jackson J. in West Virginia State Board v. Barnette’ has observed, “the very 
purpose of a Bill of Rights was to withdraw certain subjects from the vicissitudes of political 
controversy, to place them beyond the reach of majorities and to establish them as legal 
principles to be applied by the Courts. One’s right to life, liberty and prosperity, to free 
speech, a free press, freedom of worship and assembly, and other fundamental rights may 
not be submitted to vote; they depend on the outcome of no elections.” 
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1.2. Human Rights in India 


In India, though much of the human rights are protected through Part III of the Conetiign of 
India, there is no specific definition in the Constitution of India for Human Rights . Only 
through the enactment of the Protection of Human Rights Act, 1993° the Parkament of India 
attempted to define ‘Human Rights’. Section 2(d) of the Protection of Human Rights Act, 
4993 defines ‘Human Rights’ as “the rights relating to life, liberty, equality and dignity of the 
individual guaranteed by the Constitution or embodied in the International Covenants and 


enforceable by courts in India.” 


In India, ‘Human rights’ means rights relating to life, liberty, equality and dignity of the 
individual. However, this is subject to a condition that these rights must be: 


1. Guaranteed by the Constitution of India; or 


2. Embodied in the International Covenants? (ICCPR and ICESCR, 1966) and 
enforceable by courts in India; 


In view of the above, “Human rights” in India refers to: 
>» Rights relating to life; 
> Rights relating to liberty; 
> Rights relating to equality; and 
> Rights relating to dignity of the Individuai; 


guaranteed by the Constitution of India or embodied in the International Covenants and 
enforceable by courts in India. 


1.3. Rights guaranteed by the Constitution of India 


Part Ill of the Constitution of India guarantees to persons certain rights called ‘fundamente 
rights. When human rights are guaranteed by a written Constitution, they are calle 
‘Fundamental Rights’ because a written Constitution is the fundamental law of a State.'® Th 
Constitution of India guarantees six fundamental rights. . They are: 


1. Right to Equality (Articles 14 to 18); 

Right to freedoms (Articles 19 to 22): 

Right against exploitation (Articles 23 & 24): 

Right to freedom of religion (Articles 25 to 28); 
Cultural and Educational Rights (Articles 29 & 30): 
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Right to Constitutional Remedies (Article 32) 


Increasing awareness of human rights issues, and zeal of human rights activists 
practitioners and judges, have contributed a lot in expounding the law on Human rights. The 
Supreme Court has adopted a very liberal and right approach in the interpretation of 
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fundamental rights as a result of which almost every human right recognized under the 
International Covenants has attained the Status of fundamental right in India. 


Notes: 
'D.D. Basu, Human Rights in Constitutional Law, Wadhwa, Nagpur, 2003, p.8 
2 See Section 2(d) 


* See L.B. Curzon, Jurisprudence, Cavendish Publishing Limited, London, 1993, p.222 
4 Id. 


5 Id. 

§ Ibid. p.229 

” (1943) 319 U.S. 624 (638) 

§ Act No.10 of 1994 

° See Section 2(f) for definition of “International Covenants.” 

'©D.D. Basu, Human Rights in Constitutional Law, Wadhwa, Nagpur, 2003, p.2 
1.4. Components of human rights in India 


Over a period of time, the right to life, liberty, equality and dignity pertaining a human being 
has been given a lot of new dimension through legislations and interpretation of law by the 
higher courts, i.e. the Supreme Court and the High Courts in the country. They have been 
expanded to encompass numerous other rights within its fold. Following are an enumeration 
of those rights in India. } 


a) Rights relating to life 

The right to life includes the following rights: 
1. Right to live with human dignity 

Right to basic necessities of life 

Right to Privacy 

Right to Shelter: 

Right to Access to Road 

Right to Tradition, Culture and Heritage 
Right to Livelihood 

Right to Food, Clothing and Shelter 
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Right to Free Legal Aid 


a 
© 


. Right to a Speedy Trial 


—_ 
— 


. Right to Know 


— 
Nm 


Right against delayed execution of death sentence 


Right of a Person not to be subjected to ‘Bonded Labour’ 


— 
wo 
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14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 


Right to Medical Aid 


Right of women to be treated with decency and proper dignity 


Right to health and medical care of workers 


Right to Health 


Right to healthy environment 


Right to education 


Right to a decent burial 


Right to Food 


b) Rights relating to liberty 


This right includes the following rights: 


us 


2 
3 
4 
5 
6. 
7 
8 
9 


12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 


Right to Travel Abroad 


. Right to socialize with members of one’s family and friends 
. Right to write a book 

. Right to a Speedy Trial 

. Right to legal aid 


Right to privacy 


. Right against solitary confinement 
. Right against bar fetters 

. Right against handcuffing 

10. 
11. 


Right against custodial violence 

Right to Freedom of Speech and Expression 
Right to Receive Information 

Freedom of the Press 

Right to participate in picketing or demonstration 
Right against Telephone Tapping 

Right to assemble peacefully 

Right to form associations or unions 

Right to freedom of movement 

Right to reside and settle in any part of India 
Right to acquire, hold and dispose property 
Right to Freedom of Trade and Occupation 
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22. Right against Ex-Post-Facto Law 

23. Right against Double Jeopardy 

24. Right against Self-incrimination 

25. Right to be informed about the grounds of Arrest 

26. Right to have someone informed of arrest or detention 
27. Right to consult and to be defended by alawyer 


28. Right of arrestee to be produced before the nearest magistrate within 24 hours of 
arrest 


29. Right against exploitation 

30. Right of a citizen of India not to be compelled to work without wages 
31. Right against exploitation of children : 

32. Freedom of Religion and conscience 

33. Freedom to profess or practice religion 

34. Freedom to manage religious affairs 

35. Right to establish and maintain institutions for religious and charitable purposes 
36. Right to manage its own affairs in matters of religion 

37. Right to acquire and administer property 

38. Freedom as to payment of taxes for promotion of any particular religion 
39. Right to conserve language, script or culture 


40. Right of minorities to establish and administer educational institutions 


c) Rights Relating to Equality 


This right implies Equality before law and Equal protection of the laws. Hence, reasonable 
classification is allowed. But it is not antithetic to arbitrariness. Natural justice is an integral 
part of guarantee of equality. Though there is prohibition of discrimination but protective 
discrimination is allowed while making special provisions for women, children, in favour of 
socially and educationally Backward Classes of Citizens or for the Scheduled Castes and 
the Scheduled Tribes. It speaks in terms of: 


1. Equality of opportunity in public employment, 
2. Right to equal pay for equal work 

3. Right against practice of untouchability 

4 


_ Abolition of titles 
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d) Rights relating to Dignity of the Individual 

The right of a individual to live with dignity comprises of the following components: 
1. Right to live with human dignity 

Right of workmen to lead life with dignity 

State to provide minimum conditions ensuring human dignity 

Right of women to be treated with decency and proper dignity 

Rape is violative of Right to Dignity 

Sexual Harassment at Work Place is violative of Right to Dignity 

Right of prostitutes to live a life of dignity 


State’s duty to provide means to citizens to live a life of dignity 
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Right to Reputation 

10. Right to Dignity of foreigners 

11. Right to Dignity — not to be ignored in Prisons 

12. Torture or cruel, inhuman or degrading treatment would be offensive to human 
dignity 

13. Polluted Environment offends Right to Dignity 


SOURCE: Largely borrowed from S. Shantha Kumar, Human Rights, People’s Watch- 
Tamil Nadu, Madurai Nov, 2005, with modifications. 
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ll. GENERAL ASPECTS OF TORTURE 


2.1 Introduction 


In order to conduct effective documentation and investigation of torture, it is necessary to have an 
understanding of the meaning of torture, its prohibition, the definitions in international law, and the 
legal implications of its use. The object of this chapter is to provide an overview of the prohibition, 
explain the key elements that are found in torture and other ill-treatment, and to give guidance on how 
to recognize unlawful treatment. Rather than being a technical and detailed description of all legal 
aspects, this chapter is written for non-lawyers and aims to supply the basic foundations of knowledge 
needed by all those who come into contact with torture and its victims, with special attention given to 
health professionals. The chapter also contains information about the types of situations in which 
allegations of torture might arise, and sets out the aims and objectives which documentation and 
investigation hope to achieve. 


2.2 What is torture? 
2.2 (a) The prohibition in international law 


The prohibition of torture in international law is notable in that it is absolute, applying at all times and 
in all circumstances. Article 5 of the 1948 Universal Declaration of Human Rights states: ‘No one shall 
be subjected to torture or to cruel, inhuman or degrading treatment or punishment.’ The right to be 
free from torture and other ill-treatment is taken up in major international and regional human rights 
treaties, including the International Covenant on Civil and Politicak Rights (1966), the European 


_ Convention on Human Rights (1950), the American Convention on Human Rights (1978) and the 


African Charter on Human and People’s Rights (1981). In 1984 the UN adopted the Convention 
Against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment, highlighting the 
particular attention given to this absolute prohibition, and proven additional rules to assist in 
prevention and investigation. 


The prohibition of torture is the concern not only of those countries which have ratified particular 
treaties, but is also a rule of general or customary international law, which binds all states even in the 
absence of treaty ratification. In fact, the prohibition of torture is generally regarded as having the 
special status of a ‘peremptory norm’ of international law, and states cannot choose to disregard or 


derogate from it. 


In addition to international law, many national laws will also include a prohibition of torture. However, 
the lack of a clear prohibition in domestic law will not release the state from its international legal 
obligations to refrain from and prevent torture under all circumstances, and to investigate allegations, 
punish ipepatiators, and provide reparation to victims. 


The prohibition against torture and other ill-treatment extends even to times of armed conflict, whether 
the conflict is international (between countries) or internal (within a single country). In times of conflict 
all parties have to refrain from subjecting anyone in their hands to torture and other ill-treatment, 
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rt in the fighting, whether they no longer take pert " the 
or whether they are civilians. 
m a part, contains laws 


whether they are combatants taking pa 
fighting (e.g. due to being detained, or being wounded or sick) 
international humanitarian law, of which the Geneva Conventions for ar , 
protecting people in times of armed conflict. The prohibition against torture in humanianay itd is 
expressly found in a number of provisions of the four 1949 Geneva Conventions and Ure: Additional 
Protocols of 1977. An act of torture committed in the context of an armed conflict is a war crime. 


Torture is also considered to be a crime against humanity when the acts are perpetrated as part say 
widespread or systematic attack against a civilian population, whether or not they are committed in 
the course of an armed conflict. 


Under international law, the use of torture can be regarded as both the responsibility of the state itself 
and engage the individual criminal responsibility ofpersons involved. Those who carry out the act of 
torture can be tried in domestic and international courts. 


In summary, the strong and unequivocal prohibition of torture means that torture can never be 
justified, in any situation, including public emergencies and even war. No case of torture, whatever the 
circumstances, can be ignored. 


2.2 (b) Definition of torture 
2.2 (b) (i) Definitions of torture and other ill-treatment 


The most widely accepted definition of torture is to be found in the United Nations Convention Against 
Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment (CAT), adopted in 1984: 
‘any act by which severe pain or suffering , whether physical or mental, is intentionally inflicted 
on a person for such purposes as obtaining from him or a third person information or a confession, 
punishing him for an act he or a third person has committed or is suspected of having committed, or 
intimidating or coercing him or a third person, or for any reason based on discrimination of any kind, 
when such pain or suffering is inflicted by or at the instigation of or with the consent or 
acquiescence of a public official or other person acting in an official Capacity . It does not 


include pain or suffering arising only from, inherent in or incidental to lawful sanctions.’ (Emphasis 
added.) | 


Other treaties and declarations also contain definitions. of torture, sometimes with slight variations, 
though the essence remains the same. 


The World Medical Association (WMA), in its Declaration of Tokyo (1975), defined torture more 


broadly as: ‘the deliberate, systematic or wanton infliction of physical or mental suffering by one or 
more persons acting 


alone or on the orders of any authority, to force another person to yield information, to make a 
confession, or for any other reason’, 


2.2 (b) (ii) Key elements of torture 
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The key elements for the determination of torture are: 
« The intentional infliction of severe physical or mental pain or suffering 
= By or with the consent or acquiescence of the state authorities 


« For a specific purpose, such as gaining information, punishment or intimidation. 


2.2 (b) (iii) Other ill-treatment 


In addition to the absolute prohibition of torture, there is also a wider prohibition of cruel, inhuman or 
degrading treatment or punishment. These are legal terms, describing forms of ill-treatment, also 
banned by international law. Ill-treatment does not have to be inflicted for a specific purpose, but there 
does have to be an intent to expose individuals to the conditions which amount to or result in the ill- 
treatment. Exposing a person to conditions reasonably believed to constitute ill-treatment will entail 
responsibility for its infliction. Degrading treatment will usually involve humiliation and debasement of 
the victim. The essential elements which constitute ill-treatment not amounting to torture would 
therefore be reduced to: 


= Intentional exposure to significant physical or mental pain or suffering 
= By or with the consent or acquiescence of the state authorities. 
2.2 (b) (iv) Relationship between torture and ill-treatment 


Determining the boundaries between torture and other ill-treatment, and between different types of ill- 
treatment, can be a difficult task. |n most instances it is courts and other authoritative bodies that 
decide on a case-by-case basis which category may apply, while the role of the doctor is to provide 
the objective clinical findings of the case without necessarily forming a judgment on whether the 
treatment was degrading, inhuman or torture. Both torture and other ill-treatment will involve 
significant suffering and will be caused by or with consent or acquiescence of state or other authorities 
exercising effective power. 


The health professional or other individual investigating and documenting allegations of torture, 
should document his or her findings, but leave the precise legal interpretation to the legal bodies. 


2.2 (b) (v) The use of the terms ‘torture’ and ‘ill-treatment’ in this Handbook 


Both the terms of torture and of ill-treatment appear throughout this Handbook. While torture in a 
strictly legal sense does not include all forms of ill-treatment, for the sake of simplicity and clarity in 
some instances this Handbook will employ the term ‘torture’ as a shorthand term implying ‘torture and 
all other ill-treatment’. While there are differences of legal definition, within the context of this 
Handbook the reader should view torture and ill-treatment as interchangeable. As noted above, health 
professionals need not concern themselves whether the definition of the abusive act was torture or 
other ill-treatment. Similar legal and ethical rules apply to most cases of torture and other ill-treatment, 
and any form of these will always be contrary to international law and thus illegal. The individuals who 
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, tigation, 
have suffered from torture and all other ill-treatment equally deserve that a k yi 
documentation, medical treatment and rehabilitation should take place with utmost efficiency 


expedition. 
2.3 Methods of torture 

Any type of torture can have physical, mental as well as social impact on the van labia 
it is artificial to classify torture as physical or mental. However, for our discussion in this paper, It has 
been divided into: 


A. Physical Torture 
B. Psychological Torture, and 
C. Sexual Torture 

2.3 (a). Physical Torture 


Physical methods of torture are those methods which inflict pain, discomfort and dysfunction in 
different parts of the body. 


Killing the victim. is not the aim of torture. Therefore, the torturer takes care that the victim does 
not die during the torture. The torturer also takes care that the torture inflicted upon the victim is either 
undetected or detected only slightly by an ordinary examination. Therefore, torturers are trained to 
torture in such a way that these two precautions are well taken care of. However, despite all 
precautions, physical torture always leaves a sign that eventually leads to its discovery. It is 
something like a crime. The criminals take all the possible precautions to hide the crime and to hide 
themselves from the crime. The crime nevertheless always leaves behind some clues that ultimately 
lead to its discovery and to the criminals. Similarly, medical science has now developed to such an 


extent that the internal damage caused by such types of physical tortures can be detected even after 
several years of incidence. 


Types of Physical torture: 


Physical torture can be inflicted in many ways but the commonly reported ones can be 
classified under four categories: 


1. Physical torture that cause extreme and excruciating pain 

2. Physical torture that cause fear of immediate death 

3. Physical torture that cause extreme exhaustion. 

4. Physical torture that cause disfiguration, mutilation and permanent disability. 


2.3 (a) (i) Physical tortures that cause extreme and excruciating pain: 
* Beating and Severe Beating: 


It is the most common type of physical torture used by perpetrators. Beating becomes severe 
when it is carried out by using sticks, cables, whips, iron rods, chains, belts or any other 


instruments. Simila nchi en. 
People’s Watch - My, Punching with fists, kicking with feet, etc. are also considered severe 
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beating. Therefore, simple beating means slapping in some less sensitive and less delicate 
parts of the body which does not cause significant external and internal damage in the body. 
Slapping the ears cannot be considered a beating as it can damage the tympanic membrane 
and permanently affect hearing. 


The impact of severe beating depends not only on the instrument used but also on the body 
parts involved. Therefore simply saying severe beating is not enough. It is essential to 
describe the instruments used the body parts involved, and also the duration and severity of 
the beating. 


* “Falanga” torture: 


Severe beating on the soles of the feet is known as “falanga’. Though it does fall under the 
heading of severe beating, it has been described separately since it is one of the most 
common types of systematic torture used in our country and in many countries around the 
world. Besides, this type of torture has immediate and long—term consequences, sometimes 
making a person disabled for several years or for ever. The pain continually reminds the victim 
of the torture and thus handicaps his/her recovery. Falanga can be given in many ways the 
victim may be suspended upside down and then beaten on the soles; the victim’s legs may be 
fixed into a turung1,* etc. Any technique that can immobilize the legs and feet can be used for 
“falanga’”. ! 


* Finger Torture: 


Pencil or similar objects are put in between two fingers which are then pressed hard together 
against the objects. Similarly, fingers may be twisted to cause severe pain. Pins may be 
pricked into fingers. 
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Suspension: 

The victim is suspended by his legs or arms. The victim may also be suspended by his/her 
hair. Suspension is usually combined with other forms of tortures like severe beating, falanga, 
electrical torture, heat, cold, etc. Some of the special types of suspension are the “Palestinian 
suspension”, “ barra” etc. | 


*. 
*° 


Cold Torture: 
The victim is subjected. to varying degrees of cold in different ways. S/he may be forced to 


sleep on a damp floor; s/he may be forced to stay naked in extremely cold weather. Some of 
the Bhutanese refugees in Nepal narrate that they were forced to completely undress and roll 


on the snow for a long period. 


* Heat Torture: 


The victim may be forced to stand for hours under the sun in an atmospheric temperature of 
more than 30 degree Celsius. S/he may also be forced to kneel down near a fire, etc. 
Cigarette burn is the most common type of heat torture reported. 
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Irritant torture: 
pplied on a delicate body part or at 


Some irritants such as chilly powder, table salts, etc. are a 
and the victim forced to inhale the 


times on an open wound. Sometimes, chilies may be burnt 
smoke in a closed room for several hours. 


Made to walk or sit on sharp objects: 

The victim is forced to walk without shoes over a thorny surface or on a ground full of wen 
glasses or nettles. S/he may be forced to sit on an object with pointed and sharp edges like a 
half-broken bottle, etc. 

Dental Torture: 

Healthy teeth may be broken or pulled out with forceps. The victim may be asked to chew 
stone, wood, metal pieces etc. 

Ear Torture: 


This is a common type of torture in Nepal. The victim’s ear may be twisted or pulled away to 
such an extent that the external ear (pinna) is torn away. The torturer may ask one victim to 
torture another one in this way and vice versa. 

Hair Torture: 


The victim may be dragged by the hair. The hair may be cut short or the head shaven 
altogether. Hair may also be burnt or pulled out forcibly. 


Scratching with knife: 
The victim's clothes are taken off and scratches made in different parts of the body with a 


sharp knife, blade or similar objects. Lime juice and / or chilli powder with or without table salt 
may also be applied to these fresh scratches. 


Tied down: 

The victim is tied down in many ways and then kept in this position for several hours or days. 
He may be suspended in this position and may even be beaten. 

Forced Position: 


He may be forced to remain in abnormal strained positions for long hours. It could be done in 


many ways. On top of this forced position, he maybe exposed to kicks, blows, etc. or forced to 
carry heavy weights for hours. 
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This is a common type of torture reported by the Bhutanese refugees in Nepal. The victim's 


legs or thighs are clamped very tightly with bamboo Sticks or Similar objects causing severe 
pain to the victim. 


Twisting of Body Parts: 
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The upper arms, the lower arms, the neck, etc. are twisted to such as extent that the ligaments 


in the associated joints are torn off causing severe pain to the victim even after the twisting is 
over. 


* Poking: 


Poking the victim with a baton, rod or any other similar object is quite commonly reported by 
torture victims. Any part of the body may be poked. 


2.3 (a) (ii). Types of physical tortures that cause fear of immediate death 
* Electrical Torture: 


This is a very common type of torture used in Nepal. There are different modifications of 
electrical torture. Electric torture often involves sensitive parts of the body such as nipples, 
genitals, etc. It is often applied inside the mouth which is quite painful and difficult to detect 
later. At times, the victim is tied naked to a metallic bed and electricity applied to the bed so 
that the victim receives the shock all over the body. Sometimes the victim is soaked with water. 
before applying the electricity so that the magnitude of the shock is greatly increased. 


** Suffocation (Asphyxiation): 


The victim may be suffocated .in many ways. The victim may be suffocated to such an extent 
that s/he feels on the verge of death. The torturer usually stops the suffocation just before that 
happens. However, sometimes the victim may die during the process. Suffocation may also be 
done by closing the mouth and nose with some object or even with bare hands once the victim 
is tied down in such a way that s/he cannot move. When the victim’s head is immersed in 
water, urine, vomit, blood, etc., it is termed ‘wet submarino” or “la banera’”. In “Dry submarino’, 
the victim’s head and face is tightly covered with a plastic bag or any other similar item. 


Suffocation may also be caused by strangulation, using hands, rope, belt or any other similar 
object. 
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Sham Execution: 


This is a well-known and frequently reported form of torture, and can be done in many ways. 
The perpetrators may blindfold the victim and place him before a wall. They tell him/her that a 
vehicle is going to run over them and that they. are going to die. The victim then hears an 
engine starting and coming towards him/her at full speed. However, just as it gets really close 
to him/her, it screeches to a halt. 


2.3 (a) (iii). Types of physical torture that cause extreme exhaustion: 
“ Physical Exhaustion: 


Here the victim is forced to stand or do gymnastics for a prolonged period of time. The victim is 
asked to stand on one leg or both legs. S/he may be asked to stand on his/her head with legs 


People's Watch - sos 


i is to stand 
in the air or supported on the wall for a prolonged period. Commonly used methods is to 
with both the upper arms outstretched and with bricks on both hands. 


“+ Forced Labor: 


This is a very common type of physical torture reported by torture victims in Bhutan and also in 
Nepal. The victim is made to work very hard without food and water and without any wages. 


They are forced to clear forests, break stones, dig ditches, etc. 
2.3 (a) (iv). Types of physical tortures that cause disfiguration, mutilation and permanent disability: 


* “Telefono” 


Simultaneous beating of both ears with the palms of the hands is known as “telefono”. This 
ruptures the tympanic membrane causing pain, bleeding and hearing loss. However, it is 
difficult for an ordinary doctor to detect this. 


** Mutilation: 
Chopping off ears, nose, fingers, etc. 
** Disfiguration: 
Acid, and other corrosives thrown on the face, etc. 
2.3 (b). Mental torture 
_ Psychological methods of torture can be Classified into following categories 
1. Deprivation Techniques 
2. Coercion Techniques or Compulsion Techniques. 
3. Threats and Humiliation 
4. Communication Techniques 
5. Pharmacological Techniques 
2.3 (b) (i). Deprivation Techniques: 


As the name suggests, the victims are deprived of various necessities so that they are 
mentally tortured. These techniques can further be divided into: 

a. Sensory Deprivation: 

The victim is deprived of various sensory stimuli such as light, sound, etc. The victim may be 

blindfolded, hooded, kept in a dark room, and so on. 

b. Perceptual deprivation: 

The victim is deprived of Perceptions so that he is disoriented and confused. Examples are: 


» Frequent transfer of the victim from one place to another while blindfolded 
» Frequent disturbances of sleep. 
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» Deprivation of letters, use of radio, telephone calls, television, newspapers, books, 
calendars etc. 


c. Social Deprivation: 
>» Not allowed to see visitors 
>» Not allowed to perform religious rituals 
>» Confined to an isolated cell 
d. Deprivation of Basic needs: 
> deprivation of food, water 
deprivation of ventilation 
deprivation of toilet facilities 
deprivation of sleep 
deprivation medical facilities 


deprivation of clothes 
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deprivation of adequate physical space, etc. 


2.3 (b) (ii). Coercion techniques: 


In these techniques, the victim is compelled or coerced to perform activities or to witness 
actions that torture him mentally. These techniques can be further divided into: 


a. Impossible choices: 


The victim is compelled to choose between two alternatives that are equally bad and cause 
mental torture. 


b. Ineongruent actions: 

> Signing of false statements 

> Disclosure of information 

> Forced to commit blasphemous acts 

> Forced to violate social taboos 

> Forced to witness torture of other victims. Forced to torture other victims. 
2.3 (b) (iii). Threats & humiliation: 

> Threats directed at the victim; shame execution 

> Threats directed towards the family members, relatives, friends etc. 


> Humiliating remarks and actions 
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2.3 (b) (iv). Communications techniques: 
The victim is mentally tortured by exposure to a variety of confusing, contradictory and false 
communications. These techniques can further be divided into: 


a. Misinformation: 
The victim is given wrong and false information so that he is mentally tortured. 


b. Conditioning Techniques: 


The victim is further tortured whenever he does not comply with the torturer’s demands. 
Similarly, he is given better food, better facilities, etc. whenever he yields to the demands of 


the torturer. 
c. Double-Binding Techniques: 


The victim is brutally tortured followed by seemingly humane and sympathetic treatment from 
another person or from the same torturer. ; 


d. Reverse - Effect Techniques: 
Torture is continued in spite of submission to every demand of the torturer. 
2.3 (b) (v). Pharmacological techniques: 


Various drugs are used to torture the victim, to facilitate torture, to mask the effects of torture 
and so on. These are: | 


Use of drugs to induce self-disclosure by CNS depression such as alcohol, etc. 
Use of muscle - relaxants such ds curare to the point of asphyxiation 
Pain—inducing drugs 


Hallucinogens 
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Psychopharmacological drugs, etc. 


2.3 (¢) Sexual torture 


Sexual torture could have been included under the heading of physical torture. But it has been 


described here separately because of its great social and psychological impacts. It can be 
divided into the following three categories: 


i. Sexual Torture using instruments: 


» Penetration of the vagina or anus by batons, rods, bottles or similar objects 
>» Suspension of weights on the penis and scrotum 
> Electrical torture of the sexual organs. 


» Mutilation of breasts, genital organs, étc. 
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ji. Sexual Torture without the use of instruments: 
>» Verbal sexual abuse and humiliation 

Undressed in front of others 

Rape by person of the opposite sex. 

Rape by person of the same sex. | 

Squeezing breasts. 

Forced to masturbate in front of others 


Forced to witness the sexual torture of others 
Forced to perform sexual torture on other victims. 
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Forced pregnancy 
> Being photographed in humiliating positions and situations. 
iii. Sexual torture by using animals: 


> Rape by trained dogs, monkeys, etc. 
> Rats, mice, spiders, lizards, etc. introduced into the vagina or anus 


It is important to remember that all methods of torture - physical, mental! and sexual - take 
place simultaneously in most of the cases. 


2.4 Consequences of Torture 


Consequences of torture can be broadly divided into: 

A. Physical 

B. Psychological and 

C. Social 
2.4 (a) Physical Consequences: 

They are divided into early and late consequences. 
2.4 (a) (i). Early consequences: 


Depending on the type of torture given and its duration and severity, several external and 
internal signs of torture may be seen in the early days of torture. They are as follows: 


“> Abrasions: 


Scab formation takes place within a couple of hours and this gets hard in about 12 to 24 hours. 
lf the abrasions are small, the scab may peel off in 3 to 4 days but it may take from 10 to 14 
days in cases of larger abrasions. 
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Abrasions on the neck indicates strangulation. Abrasions in and around the mouth and nos 


suggest suffocation. Abrasions on the medial aspects of thighs, in and around anus and the 


genital organs indicate sexual violence. 


% Bruises: 
In bruises, the deeper tissues show an effusion of blood as a result of the rupture of the blood 
vessels due to the blunt trauma. These effusions may be large like a haematoma, small or 
even of the size of a small pinhead. This pinnead—sized collections of blood are known as 


ecchymoses. 


The colour changes in the bruise depend on its size. In ecchymosis, skin may get normal 
appearance in 3 to 4 days time. In a bruise of average size, the color changes are as follows: 


> red in the beginning 

> blue, bluish—black, brown or livid red in the next 3 days 
> greenish from the 5th to 6th day 

> yellowish from the 7th to 12th day 
> 


This yellow colour slowly fades in tint from the 13th day and the skin regains its normal 
appearance by 14th to 18th day. 


oo 


Haematoma: 


Because of the bleeding into the skin and muscles during torture, painful, swollen and 
discoloured areas may be seen in different parts of the body. Haematoma usually resolves 
within one to two weeks depending on its size and site. 


* Laceration: 


May be seen in different parts of the body and may heal within two to three weeks. 
* Incised Wound: 


Depending on its site and size, it may heal within two weeks. 


* Penetrating wounds: 


Because of deep-seated injury, this wound is much more painful it looks on the surface. It 
can injure muscles, blood vessels, ligaments and other deep—seated structures. 
Depending on its site, the healing may take a week to several weeks. 


* Sprain: 
Because of pull and push and suspension of different parts of the body, ligaments may tear 


off in different joints of the body. This causes local Swelling and tenderness. Depending on 
its site and severity, the healing may take several weeks. 


* Strain: 
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The muscles may be overstretched and strained during suspension and forceful pufl on an 
extremity, etc. This may take several weeks to heal. 


* Burns: 


Marks of electrical burns, cigarette burns, etc. may be seen. The burn may be of any grade 


and, depending on its grade and site the healing may take a few days to several weeks to 
several months. 


** Dislocation: 


Dislocation may take place in shoulder joints, elbow joints, temporomandibular joints, hip 
joints, etc. depending on the site and the nature of trauma subjected to. This causes local 
swelling, deformity, tenderness and loss of function in the affected joints. 


** Fracture: 


Fracture of teeth and fracture of bones may be seen. The fracture may be open or closed. 
Local swelling, deformity, tenderness, loss of function, etc. should arouse suspicione of 
fracture of the underlying bone. | 


* Dependent Oedema: 


May be seen in different parts of the body depending on the type of torture and the region 
involved. 


** Sexually Transmitted Diseases: 


Acute gonociccal infection primary chancre, etc. may be detected. 
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Abdominal injury: 

Severe abdominal pain, rising pulse rate, falling blood pressure, pallor, cold and clammy 
extremities, dizziness, etc. should arouse suspicion of internal bleeding because of injury 
to the abdominal viscera. Haematemesis, malaena, haematuria may also be seen. 

** Chest injury: 


Massive haemoptysis may indicate injury to the lungs. Sudden onset of breathing difficulty 
may indicate pneumothorax, haemothorax etc. 
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Genital injury: 


External and internal genital organs should especially be examined for signs of torture as 
sexual torture is quite common but usually unreported because of social stigma and 
shame. Lacerations, haematomas, abrasions, burns, bleeding, infection, etc., may be 
seen. 


“ Head injury: 
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aken seriously when the victim has 


Any history of head injury, however minor, should be t 
loss of 


vomiting, persistent headache, double vision, dizziness, drowsiness, 
consciousness, history of amnesia, etc. 


2.4 (a) (ii). Late Consequences: 
These could be: 


Infections 

Scars 

Malunited bone 

Deformed body parts 
Disfiguration of the face 
Mutilation of body parts 
Abnormal gait and posture 
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Impairment of hearing — 

Impairment of vision 

Broken teeth/bone 

Closed compartment Syndrome associated with falanga torture 
Dislocated joints 

Muscles Atrophy 

Tendinitis/tendon rupture 

Chronic pain, especially backache, headache and shoulder pain 
Hyper/Hypomobility of joints 

Missing teeth 

Vertigo S 

Peripheral nerve damage 

Broken or missing nails 

Fibrosis of muscles, fasciae and connective tissues 
Dysfunction of various joints in the body 

Atrophy of testes 

Hydrocele 

Sexually Transmitted Diseases, including HIV/AIDS 

>» Vague Somatic Symptoms etc. 


Falanga pen of special importance as it is very common in our country and -has many 
sequelae. Some of the important late sequelae of falanga torture are as follows: 


Symptoms: 
> Pain in the calves and feet 
People's Watch - 
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Signs: 


Change in gait 

Low backache 

Feeling that knee and ankle joints are not supporting well and they are falling apart 
Feelina of heaviness in the thighs and legs 

Tingling and pricking sensations in the calves and in the feet 

Increased sweating of the feet 

Feeling of alternate heat and cold in the feet. 


Smashed heel and forefoot pads 

Hard and rough scars in the skin of the soles of the feet 
Hyperextension of the first tarsometatarsal joint 

Plantar aponeurositis 

Atrophy of the plantar muscles of the feet 

Fractures of tarsal and metatarsal bones 
Hyper/Hypomobility of joints in the foot 

Abnormal gait, etc. 


2.4 (b) Psychological sequelae: 


There are many psychological sequelae. The important ones as follows: 
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Anxiety 

Depression 

Sleep disturbances 

Headache 

Poor Concentration 

Poor Memory 

Low self—esteem 

Distorted body perception 
Derealization 

Psycho-sexual problem 
Post—Traumatic Stress Disorder (PTSD) 
Neurotic Disorders 
Alcohol/Drug Abuse 

Seizures 

Dementia | Mental Retardation 
Psychotic disorders etc. 
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Out of these psychological sequelae, post—traumatic stress aisorder is of special importance 


This disorder has been frequently reported in persons who have had an experienee of ” event that Is 
outside the range of usual human experience and that would be markedly mee essing to — 
anyone. To diagnose post traumatic stress disorder, additional features of persistent pope 
of the traumatic event, persistent avoidance of stimuli associated with the trauma OF numbing of 
general responsiveness and persistent symptoms of increased arousal should all be present 


simUltaneously for at least one month. 


2.4 (c). Social consequences: 


There are many social consequences of torture. Some of the important ones are as follows: 
“* Social Stigma: 
Torturers may label victims as traitors, anti—national elements, etc. This label may have 
immediate and long—term negative impact on the individual torture victim, his family 


members and relatives. At times, even the community he belongs to will have to suffer 
because of this social stigma. 


“* Employment: 


The victim may be dismissed from his job or may not get employment despite being an 
efficient worker. His family members and relatives may also face a similar fate. 
Government agencies may reject the victim's job application it he has a negative police 
record. Even private prospective employers may not want to hire victims out of fear of 
retaliation by the torturers. ; 


“* Confiscation of Property: 


Some dictators may even confiscate the property of the victim on charges of antinational 
activities. 
* Daily Social Activities: 


The torture victim and his family members may face a lot d n in their daily lives. Their 
community could reject, avoid situations in which the victim and his family could suffer 


because of the attitude and behavior of the community. However, it can be said that all 
aspects of their lives could be affected by this. 


It is, therefore, not only the physical scars, physical pain, physical disability and deformity 
that continuously remind the victim of the torture but it is also the social consequences that 
keep on reminding the victim of the torture events. It, therefore, becomes a vicious circle in 
which the torture keeps recurring and the victim suffers for a long time the actual incident. 


Social consequences also differ for the two sexes. In an orthodox society where female 
chastity and purity are valued, a woman who is arrested and kept in custody for even a 


single night is believed to have been soiled. Consequently, she is rejected by her husband 


her parents and the entire community. This situation propels many of them to commit 
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suicide. The conclusion is that while dealing with torture victims, we have to take into 
consideration all three dimensions of torture — physical, mental and social. Therefore, 
treatment of a torture victim requires an interdisciplinary approach involving medical 
personnel from different specialties, psychologists, social workers, physiotherapists, 
occupational therapists and many other service providers. 


2.5 Factors Modifying the Consequences of Torture 


There are many factors which modify the consequences of torture. These factors can be described 
under five headings: 

1. Aims of torture 

2. Characteristics of torture 

3. Characteristics of torture victims 

4. Characteristics of the Environment and 

5. Treatment and rehabilitation. 


2.5 (a) Aims of Torture: 


As described earlier, there are many aims of torture. Severity of torture depends on the 
purpose behind it. If it is only to extract information from the victim then the torture given may not be 
as severe as when it is done with the purpose of destroying the personality of the victim. 


2.5 (b). Characteristics of torture: 


In a living being, it is not possible to isolate the body from the mind. Whenever a physical 
torture is given, mental torture automatically takes place and vice versa. Therefore, it is artifical to call 
a torture a ‘purely physical one or a ‘purely’ mental one. However, in practice, we speak of physical 
torture, mental torture and sexual torture. Comparatively, mental torture is much more distressing and 
disabling than physical torture. Similarly, sexual torture to women is much more damaging than 
psychological torture. Physical tortures which cause permanent disfiguration, disability and mutilation 
also have a much more serious impact than those that cause only intense pain and distress for a 
short duration. 


Duration of Torture: 


The consequences are greater when the duration of torture is longer. When the torture is for a 
shorter period the consequences may be less. 


“ Severity of Torture: 
Consequences of torture are directly proportional to its severity. 
*” Region of the body involved: 
lf the body part involved is very delicate and sensitive then the impact will be greater. 


2.5 (c) Characteristics of Torture Victims: 
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” Age: 
The impact could be greater in children and the elderly than in young adults. This is 
because the coping strategies in children are not mature enough and in the elderly, they 


are quite ‘rigid and not so easily adaptable. 


“ Sex: 
Females are physically, mentally as well as socially more delicate and sensitive than their 
male counterparts and accordingly the impact of torture could be more in females. 


2, 
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Personality: 
The impact would probably be less in a mature and well adjusted person than in an 
immature and mal-adjusted one. 


“ Willpower: 
The impact could be less in persons with strong will power than in persons with weak will 
power. 


% Past Experience: 
Past experience will probably help the victim to cope better with the torture. 
* Anticipation of torture: 


Anticipation of torture helps the person to be mentally prepared for the torture and this may 
help to lessen the impact. 


2, 
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Preparedness for torture: 


Preparing oneself physically as well as mentally for the possible torture situation helps to 
minimize its consequences. 


og 


Social Background: 


The impact could be more in persons with good social background, who have been 
brought up with love and affection and never been involved in any criminal activities. 
Compared to them, the impact would be less in persons who often have had involvement 


in criminal acts and have been brought up in an insecure environment with a history of 
childhood abuse. 


* Physical and Mental health: 


The consequences would be more in persons who are already sick, either physically or 
mentally, than in those persons who are h both physically and mentally. 


2.5 (d) Characteristics of the Environment: 


* Family Environment: 
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If the family members understand the suffering of the victim, give him/her sympathy, 
support and encouragement, it would apt as a soothing ointment in a fresh open wound. 
On the other hand, if they blame the victim for the torture and are unsupportive and 
unsympathetic, then could multiply the consequences of torture. 


* Social Environment: 


If the society regards him as a terrorist, traitor or criminal and a source of possible trouble 
for the whole community, then it would increase the consequences of torture. On the other 
hand, if the community people accept him as an innocent person who stood up boldly 
against oppression, then the consequences of torture could be less. 


2, 
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State Environment: 


In a country with a dictatorial regime, a person would not feel safe and secure even after 
his release from the custody / jail. He would constantly fear that any time and anywhere he 
could again be arrested and tortured. 


* Reaction of the group: 


lf the victim’s group feels that he has deceived them and is a source of possible trouble, he 
could be ill-treated and even tortured by them. This would have a synergistic effect on the 
consequences of torture. On the other hand, if he is welcomed and accepted back in the 
group as a person who stood up bravely for the interest of the group, then it would have an 
antagonistic effect on the consequences of torture. 


How does the family and social background affect the consequences of torture? 


A supportive and sympathetic family and social background helps to minimize the consequences 
of torture in the following ways: 


A. It is helpful for him/her to ventilate his/her emotions by narrating the torture incident to people 
who are trustworthy, sympathetic and helpful. This sharing of the experience with other people 
can have an immediate effect on decreasing his suffering. 


B. Torture victims often think that they themselves are responsible for the torture and they are the 
sources of threats and dangers to their families, friends and relatives. This negative cognition 
is due to acute depression in the post-torture stage. However, if the family and community. 
people are supportive, then this negative cognition would soon change and the guilt feelings 
would disappear. 


C. A supportive family and community would help the victim solve daily problems. This would 
help to dissipate his ideas of hopelessness, helplessness and worthlessness. S/he regains 
his/her confidence and starts viewing life in a positive way. 


D. The environment in a supportive family and community would be just the opposite to that of 
torture situations — predictable instead of unpredictable, safe instead of unsafe, controllable 
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hostile. 
instead of uncontrollable, and sympathetic and friendly instead of unsympathetic and 
Thus, it would help to neutralize the impact of torture situations. 


2.5 (e) Treatment and Rehabilitation: 


Identification of torture victims and their families, and their treatment and rehabilitation acon 
after the torture helps to minimize its consequences. All forms of treatment - biological, psychological 
and social - need to be initiated simultaneously by a joint team. The sooner the pata and 
rehabilitation, the better is the prognosis. Therefore, detecting torture, identifying torture victims and 
their families soon after the torture are crucial factors in minimizing the consequences of torture. 


2.6 Additional rules relevant to the prevention of ill-treatment 


!l-treatment and torture are most common during the initial phase of arrest but may well also occur 
during ongoing detention or imprisonment, so other internationally accepted standards for the 
treatment of prisoners can be applicable to the protection of prisoners. While these standards are not 
legally binding, they provide a useful set of norms and guiding principles which can be used by the 
international community in interpreting the above prohibitions on torture, cruel, inhuman or degrading 
treatment or punishment, and the obligation of humane treatment and respect for human dignity. The 
standards promoted by the United Nations (UN Standard Minimum Rules for the Treatment of 
Prisoners, the Body of Principles for the Protection of All Persons under Any Form of Detention or 
Imprisonment, and the Basic Principles for the Treatment of Prisoners) apply globally, whereas 


others, such as the Standards of the Committee for the Prevention of Torture (CPT), and the 
European Prison Rules apply only regionally, in this case in Europe. 


Health professionals should be aware of the specific provisions of these standards dealing with health 
care for prisoners and other persons held in detention. These include the availability of medical care, 
including physical and mental health care: segregation of prisoners with suspected contagious 
conditions; regular inspections of food. hygiene and sanitation. Non-observance of these standards 
can contribute to the creation of detention conditions that may well amount to ill-treatment. 
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Miguel Angel Estrella v. Uruguay, Communication No. 74/1980, 
U.N. Doc. CCPR/C/OP?2 at 93 (1990). 
UN Human Rights Committee 


This communication was submitted to the Human Rights Committee by an Argentinean citizen (a 
concert pianist by profession) who had been detained and tortured in Uruguay. The case highlights the 
severity of suffering caused by psychological torture. 


The communication contained the following description by the victim: 


‘The tortures consisted of electric shocks, beatings with rubber truncheons, punches and kicks, hanging 
us up with our hands tied behind our backs, pushing us into water until we were nearly asphyxiated, 
making us stand with legs apart and arms raised for up to 20 hours, and psychological torture. The latter 
consisted chiefly in threats of torture or violence to relatives or friends, or of dispatch to Argentina to be 
executed; in threats of making us witness the torture of friends, and in inducing in us a state of 
hallucination in which we thought we could see and hear chimes which were not real. In my own case, 
their point of concentration was my hands. For hours upon end, they put me through a mock amputation 
with an electric saw, telling me: “we are going to do the same to you as Victor Jara” [a well-known 
Chilean singer and guitarist who was found dead in the national stadium shortly after the 1973 coup, 
with his hands smashed]. Amongst the effects from which I suffered as a result were a loss of sensitivity 
in both arms and hands for eleven months, discomfort that still persists in the right thumb, and severe 
pain in the knees.’ 


Following their assessment of the case, the Human Rights Committee found that: 


“On 15 December 1977, at a time when the author was about to leave Uruguay, he and his friend, Luis 
Bracony, were kidnapped at his home in Montevideo by some 15 strongly armed individuals in civilian 
clothes. They were brought blindfolded to a place where he recognized the voices of Raquel Odasso and 
Luisana Olivera. There the author was subjected to severe physical and psychological torture, including 
the threat that the author's hands would be cut off by an electric saw, in an effort to force him to admit 
subversive activities. This ill-treatment had lasting effects, particularly to his arms and hands.’ 


And that 


‘Miguel Ange! Estrella was subjected to torture during the first days of his detention (15-23 December 
1977)-” 


2.7 The perpetrators 


2.7 (a) State actors (those who act on behalf of the state) 


As is emphasized above [section 2.2(b)], the legal. definition of torture implies that the behaviour in 
question be carried out by, or with the approval of, a representative of the authority in power. 
Considering the common purposes of torture, which may be to obtain information during an 
interrogation, or sometimes, to intimidate the population as a whole in the face of insurrection or 
disturbance, it is unsurprising that the principal perpetrators are those officials involved in the criminal 
investigation process, and those responsible for the security of the state. 


This means that those most likely to be involved in torture and other forms of ill-treatment include: 
1. 


i - 


The police 

The gendarmerie (in countries where this institution exists) 

The military 

State intelligence agents 

Paramilitary forces or other armed groups acting in connection with official forces 
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State-controlled counter-insurgency forces 


Prison officers 


; , ; h 
Co-detainees or other members of the general population acting with the acquiescence of or on the 
orders of public officials. 


Heaith professionals, even those not directly employed by the state, may also be involved sid acts of 
torture and other ill-treatment. Doctors, psychiatrists or nurses might participate in torture either by 
direct involvement (be it through medical monitoring of the torture, certifying someone fit a 
interrogation, or even using medical knowledge to design or refine methods of torture or other ill- 
treatment), by assisting in a cover-up (for example, by issuing misleading medical reports), or by 
omission (such as failing to give necessary treatment). As noted earlier, torture is a crime, and any 
involvement in torture can lead to criminal charges being brought against those involved, including 
health professionals. 


6 

7 

8. Private contractors carrying out any of the above activities 
9 


4 


2.7 (b) Non-state actors 


In addition, torture often occurs in the context of armed conflicts, particularly internal conflicts involving 
forces in opposition to the recognised authorities, and which exercise effective power. In such 
circumstances, torture and other forms of ill-treatment may also be inflicted, for example by opposition 
forces, who are also bound by customary international law and Geneva Convention standards to 
refrain from torture. 


Furthermore, if an organised group, whether or not it is a party to an armed conflict, engages in acts 
of torture or other ill-treatment against a civilian population, on a systematic or widespread scale, it 
can be guilty under international law of violating the prohibition of torture or other ill-treatment. 


2.7 (b) (i) Protection from third parties 


The main focus of this Handbook is on torture and other ill-treatment by state agents, particularly law 
enforcement officials. However, there is also a growing acceptance of the importance of safeguarding 
people from similar treatment carried out by private groups or individuals. States are responsible for 
Safeguarding the rights of everyone within their jurisdiction and may under some circumstances be 
held accountable for acts carried out by private individuals if it supports or tolerates them, or fails in 
other ways to provide effective protection in law and in practice against them. 


2.7 (¢) Obligation to investigate and bring to justice 


The prohibition of torture is not limited to ane 
also contains wider obligations: 
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The European Court of Human Rights has noted that without such a duty to investigate, ‘the general 
legal prohibition of torture and inhuman and degrading treatment and punishment, despite its 
fundamental importance, would be ineffective in practice and it would be possible in some cases for 
agents of the state to abuse the rights of those within their control with virtual impunity’. The Inter- 
American Court of Human Rights has similarly found the failure to mount an effective ‘investigation to 
be a violation of the right to be protected against torture and inhuman treatment. 


Investigations should not be dependent on the lodging of a complaint. States must launch an 

_investigation whenever there is reasonable suspicion that torture has taken place. The European 
Court of Human Rights has stated in this regard that where an individual is taken into police custody 
in good health but is found to be injured at the time of release, it is incumbent on the state to provide a 
plausible explanation as to the cause of the injury. Since it is likely that health professionals would be 
amongst the first to discover any signs of abuse, the initiation of an investigation relies heavily on their 
awareness, assessment and subsequent action. 


2.8 Situations in which torture allegations may arise 


Torture may take place in any location and within numerous contexts. In some countries, torture is 
commonplace. Certain times and situations could, however, be considered as_ high-risk 
circumstances. These include conflict zones, and situations of political unrest or general violence. 


Allegations of torture can come from a variety of sources and at different times. The primary source of 
information is clearly from the individuals themselves, and this could happen while in custody, 
immediately after release, or at a later date. The families of survivors are another extremely important 
source of information as the survivors of torture themselves may be unable, or unwilling, to speak out. 
In any of the descriptions below, the role of families should also be kept in mind. Information can also 
come from other sources, such as the media and the work of non-governmental organizations. 


Health professionals may find themselves being called upon to assist with an investigation in addition 
to providing medical treatment. Documentation may range from clear, comprehensive notes that may 
be summarized later, to a full medico-legal report. Sometimes useful evidence can be gained from 
analyzing clinical data on survivors of torture and presenting them in a way that does not permit. 
individuals to be identified. 7 


Detainees are probably the segment of population most likely to suffer torture and other ill-treatment 
since this kind of abuse is usually inflicted while an individual is in some form of custody. The greatest 
risk of torture and other forms of ill-treatment to individuals is in the first phase of arrest and detention, 
before they have access to a lawyer or court. Furthermore, incommunicado detention (i.e. detaining 
somebody without allowing them access to anyone, such as their lawyer or family) is probably the 
single highest risk factor for torture because it means that there is no external monitoring of the 
detention and interrogation process. 


lt should also be remembered that while torture per se is less common once a person is on remand or 
sentenced and in prison, deliberately poor conditions of detention themselves, certain treatment or 
punishments inflicted by staff, or a failure to protect individuals from other prisoners, may also amount. 
to forms of ill-treatment or, in some cases, torture. 
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2.8 (a) Formal inspection of detention facilities 

re are a number of bodies that may have the ability to cond ; 
Nar These could be monitoring bodies from within the prison authority; governmental ngewe 
bodies; independent ombudsmen, national human rights commissions; the office of the public 
defender or other bodies from within the legal system, international organisations; domestic non- 
governmental organizations (NGOs). 
The International Committee of the Red Cross (ICRC) visits people deprived of freedom in times of 
armed conflict, to check that they are treated humanely and in accordance with international law (both 
humanitarian law and human rights law). The ICRC undertakes visits under nonnegotiable modalities 
which include: access to all places of detention and all people detained and to make a register of all 
those who wish to have their details recorded; the possibility to select individual detainees to talk with 
in private, and the possibility to repeat the visits as often as is deemed necessary. During visits, the 
ICRC takes the humane treatment of detainees to encompass not only freedom from torture and other 
ill-treatment, but also general conditions of.detention that maintain both the physical and mental 
integrity of the individuals. Their findings are communicated and discussed on a confidential basis 
with the concerned authorities. 


Other bodies, particularly human rights NGOs, are sometimes more likely to gain ad hoc permission 
to conduct an inspection, rather than regular access. On occasion, inspections might be limited by 
restricted access to the detainees, or detainees may be wary of complaining for fear of retribution. In 
such cases it is nevertheless often possible for the inspection team to assess the likelihood of 
prevailing ill-treatment, especially in relation to the physical conditions of detention. Most often, 
existing national oversight mechanisms will have most access to prisons, but may have less access to 
police stations. Access to interrogation centres and military camps may be even more restricted. 


uct regular inspection of detention 


Recognising the vulnerability and need for enhanced protection of people in custody, the UN adopted 
an Optional Protocol to the UN Convention Against Torture in December 2002. This instrument 
creates a mechanism for regular inspection, by independent international and national bodies, of all 
places where people are deprived of liberty, within countries that agree to be bound by this Protocol. 


2.8 (b) Official complaints te human rights bodies and other organizations 


Allegations of torture and other ill-treatment can be presented to a variety of human rights bodies. 
Many countries have a human rights ombudsman or a commission which might receive and 
investigate complaints. This might also be a body with a specific mandate on treatment of prisoners. 
Additionally, there are numerous regional and international human rights mechanisms which can also, 
under certain circumstances, receive allegations. These include the UN Committee Against Torture, 
the UN Human Rights Committee, the UN Special Rapporteur on Torture, the UN Special Rapporteur 
on the Right to Health, the UN Special Rapporteur on Violence against Women, the European Court 
of Human Rights, the African Commission on Human and Peoples’ Rights, the Inter-American 
Commission on Human Rights and others. 


In situations where the ICRC is active, the humanitarian organisation can, under specific 


COLNENETESS, peta allegations of arrest and detention of individuals and make direct enquiries of 
their whereabouts with the authorities and during visits to places of detention. If located the ICRC is 


often able to put the detainee in contact with their family through a system of Red Cross Messages 
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2.8(c) Recently released detainees 


Individuals who have recently been released from detention or prison might seek medical and legal 
advice concerning their treatment while in custody. This could, in some circumstances, be their first 
opportunity to detail fully their conditions of detention and any ill-treatment they may have undergone. 
The continuing physical and mental effects of ill-treatment may also lead recently released detainees 
to seek medical treatment. The initial concern of the individual seeking medical care might be to 
receive treatment, rather than the actual allegation of torture, but good contemporaneous notes will 
help if he or she wants these effects to be documented in due course. The person giving advice or 
treatment should inquire sensitively into the possibility of ill-treatment, and advise on avenues of 
further action. | 


2.8 (d) NGO information gathering 


Non-governmental human rights organisations, including medical organisations, or any other body 
engaged in monitoring and advocacy, may uncover evidence of torture and other ill-treatment during 
their work. Through a combination of meticulous research including field-work, interviews with 
survivors and families, meetings with public officials, information from the media, and cooperation 
between organisations, it may be possible to identify a pattern of human rights abuses that may not 
have been evident when viewing each source separately. This is often the way in which systematic 
torture and other ill-treatment come to light. 


2.8(e) Late allegations 


Given the traumatic effects of torture, evidence may be kept concealed by survivors before being 
disclosed by them much later. The newly disclosed evidence could be the result of a change in 
government or government policy which leads to an uncovering of the actions of their predecessors. 
Mountains of evidence can surface through various types of truth and reconciliation commissions 
which are working to uncover past abuses as part of a national healing process. Additionally, 
allegations might come to light at different stages of a legal process, even at quite late stages. There 
have also been cases when acknowledgement of torture practices appeared in interviews and 
publications of retired officials who had been responsible for acts of torture or other ill-treatment 
earlier in their lives. 


SOURCES: 


1) Michael Peel and Noam Lubell with Jonathan Beynon, Medical Investigation and Documentation 
of Torture: A Handbook for Health Professionals, Human Rights Centre, University of Essex, 
2005. Available at http://www.fco.gov.uk/Files/KFile/MidtHb. pdf 
2) Borrowed from Dr. S. Sivayogan, Caring for Torture Survivors: Medical Aspects, Family 
Rehabilitation Centre, Colombo, Nov. 2000, with modifications. 
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Ill. MEDICAL ETHICS 


3.1 Introduction 


Medical ethics broadly describes the moral framework in which health professionals are bound to 
carry out their work. Many of the rules and principles of medical ethics have been adoynee on 
professional codes of conduct. While ethics must guide every action of health professionals in youd 
work, in the process of investigating and documenting allegations of torture, there are ange areas in 
which the health professional must be particularly cognizant of specific ethical considerations. The 
first is the duty to the patient, the second is the clinical independence of the health professional ses 
the third is in the production of medical records, reports and testimony (the latter will be covered in 
section 4.5). 


There are certain ethical issues which are more likely to come to the fore depending on the various 
situations in which health professionals may encounter those alleging or showing signs of torture. This 
chapter points out the particular ethical considerations raised by situations such as the examination of 
an individual who is brought to a hospital or clinic still in the custody of the police, military or other 
security forces, and difficulties encountered by health professionals employed by the police, military or 
prison authorities. 


3.2 Duties of the health professional 


Health professionals have a duty to treat all patients without any form of discrimination and to provide 
treatment based only upon medical criteria without outside influence. In cases where torture or other 
ill-treatment is suspected, the health professional must keep in mind that these are crimes under 
international law, and probably domestic law. Therefore, irrespective of what the individual may be 
suspected, charged or convicted, the health professional's duty is to document objectively any 
psychological or physical findings and, where pertinent, provide treatment or referral to colleagues for 
treatment. Thus those who become aware of torture have a duty to act, both to relieve the suffering 
and to document the evidence. To do nothing may be seen as acquiescence and as compounding the 
abuse. On the other hand, when choosing a course of action, consideration also needs to be given to 


the torture victim's situation and how the risk of reprisals can be avoided or minimized [see sections 
3.2 (g), 3.2 (h), 3.2 (i), 3.2 (j), 3.2 (W)]. 


3.2. (a) International codes 


Many UN documents address the specific ethical obligations of doctors and other health 
professionals, for example in Principles of Medical Ethics Relevant to the Role of Health Personnel, 
Particularly Physicians, in the Protection of Prisoners and Detainees Against Torture and Other Cruel, 
Inhuman, or Degrading Treatment or Punishment; Body of Principles for the Protection of All Persons 
under Any Form of Detention or Imprisonment; Standard Mi 
Prisoners; and the Manual on the Effective Investi 
Cruel, Inhuman or Degrading Treatment or Punish 
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Stress that it is a gross contravention of health care ethics to participate, actively or passively, in 
torture or other ill-treatment, or condone it in any way. Medical services must be provided for all 
patients without discrimination. They reinforce the ethical obligations of health professionals to act in 
the best interests of patients. 


3.2. (b) Ethical rules directly prohibiting involvement in torture 


A number of international ethical standards deal directly with the obligations of health professionals 
with regard to torture and other ill-treatment. The World Medical Association’s 1975 Declaration of 
Tokyo, Guidelines for Medical Doctors Concerning Torture and Other Cruel, Inhuman or Degradinc 
Treatment or Punishment in Relation to Detention and Imprisonment, contains an unequivoca 
prohibition on any form of active or passive participation of a doctor in torture or other ill-treatment. 
According to the declaration: 


‘The doctor shall not countenance, condone or participate in the practice of torture or other 
forms of cruel, inhuman or degrading procedures, whatever the offence of which the victim of 
such procedure is suspected, accused or guilty, and whatever the victim's belief or motives, 
and in all situations, including armed conflict and civil strife. 


‘The doctor shall not provide any premises, instruments, substances or knowledge to facilitate . 
the practice of torture or other forms of cruel, inhuman or degrading treatment or to diminish 
the ability of the victim to resist such treatment. 


‘The doctor shall not be present during any procedure during which torture or other forms of 
cruel, inhuman or degrading treatment are used or threatened.’ 


Principles of medical ethics apply not only to doctors, but to all health care professionals. Nurses may 
also find themselves faced with patients who are survivors of torture or other ill-treatment, and the 
Position Statement on Nurses’ Role in the Care of Prisoners and Detainees, of the International 
Council of Nurses, has stressed the fundamental obligation of the nurse to restore the health and 
alleviate the suffering of the patient, including prisoners, and to protect them from abuse and ill- 
treatment. Similarly, the World Psychiatric Association has issued specific guidance which prohibits 
any participation of psychiatrists in torture (Declaration of Madrid 1996). 


‘Participation’ in torture refers to some action at the time of the abuse or later, or by omission. It 
includes evaluating an individual's capacity to withstand ill-treatment; being present at, supervising or 
inflicting ill-treatment; resuscitating individuals for the purposes of further ill-treatment; providing 
medical treatment on the instructions of those likely to be responsible for torture (rather than on the 
basis of clinical judgment); or providing professional medical knowledge or individuals’ personal health 
information to torturers. Omission includes the deliberate withholding of medical treatment so as to 
aggravate suffering intentionally or neglecting evidence. The failure to report cases of ill-treatment or 
torture that a health professional has noted is at least acquiescence in torture, and the falsifying of 
medical notes or reports is a form of complicity in the abuse. 


3.2. (c) Primary loyalty to the patient 
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primary loyalty of the health professional is to 
nd towards the state as an employer or for 
lways to the patient. According to the Tokyo 
the distress of his or her fellow men, and no 


The principles of medical ethics make it clear that the 
the patient. While the health professional may feel bou 
ideological reasons, their first and foremost obligation is a 
Declaration ‘...the ¢>ctor's fundamental role is to alleviate 
motive whether personal, © ollective or political shall prevail against this higher purpose.’ 


In fact, according to the World Medical Association’s Declaration on the Rights of the Pare 
‘whenever legislation, government action or any other administration or institution denies patients 
these rights, physicians should pursue appropriate means to assure OF to restore them’. 


3.2 (d) Dual obligations 


Many health professionals have dual obligations (also referred to as ‘dual loyalties’), in that they owe 
a primary duty to the patient to promote his or her best interests and often a separate duty to 
employers. There is also a general duty to society to ensure that violations of human rights are 
prevented, and that justice is done when they have already happened. The dilemmas arising from 
dual obligations are particularly acute, however, for health professionals working with the police, 
military, and other security services or in the prison system. In these situations, either through the fact 
of their employment or ideological reasons, the obligations to their employer (the state) as well as the 
interests of their employer and their non-medical colleagues may all be in conflict with the best 
interests of their patients. A military doctor, for example, may belong to the very same government 
forces to which suspected perpetrators belong, thus interposing the loyalty to their comrades, military 
unit and military objectives, between the obligation to the individual patient. A military or prison doctor 
may be under pressure to ignore allegations, or not conduct proper examinations and/or to falsify any 
record of their findings. 


However, as a health professional, there is a particular duty to act impartially and to document and 
report any suspected ill-treatment through the appropriate channels. A health professional must only 
document that which they have personally verified themselves, and they must document this truthfully, 
fully and accurately. Health professionals must be able to make clinical decisions independently from 
employers, governments, and other bodies in order to act in the best medical interests of their 


patients. They cannot be obliged by contractual or other considerations to compromise their 
professional independence. | 


There are various situations in which dual obligations and other ethical and legal issues may arise: 


They — " asked to perform a medical examination prior to interrogation in order to verify 
that the individual will be able to withstand physical torture or other ill-treatment. 


They could be asked to revive or treat an indivi ive j 
ividual during an abusive interrogation 
further interrogation Bis wae 


* They — be — to provide medical knowledge or individual medical information 
etecmdtatee physical sree or to identify psychological weaknesses or fears, that can be 
exploited in order to facilitate interrogation, or to develop new methods 
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* Health professionals could be asked to be complicit in the falsifying of medical reports in order 
to cover-up any indications of abuse. 


Health professionals undertaking the above tasks may be guilty of playing an active or passive role in 
the abuse of an individual. In all these cases the health professional must abide by the rules of 
medical ethics and retain their primary loyalty to the patient, refusing to participate in or condone 
torture or other ill-treatment, and doing all they canto end the abuse, including the full and accurate 
documentation of any possible psychological or physical sequelae. 


lt should be kept in mind that in addition to the principles of medical ethics, health professionals 
working for the state are also bound by the rules of international law (see section 2.2) and which could 
in certain cases lead to individual criminal responsibility of the health professional for participation in 
torture. Obeying the orders of a superior would not provide a defense to a charge of participation in 
torture. 


Forensic doctors may have a different relationship with individuals they examine. In their usual 
function, the main duty of the forensic doctor is to the courts, to which they provide independent 
medical expert opinion, even though they may be paid by one or other party. Before beginning any 
examination, forensic doctors must explain their role to the individual and make clear that medical 
confidentiality is not a usual part of their role, as it would be in a therapeutic context, as their primary 
duty is to objectively document evidence that can be presented to a court. However, forensic doctors 
~ should not examine individuals without making clear the nature of their role and gaining specific 
consent. If consent is refused, this must be noted and respected. Depending on the jurisdiction, 
following such refusal by the subject, a court order may be required before any examination or taking 
of samples can proceed. The forensic doctor should seek to include in their findings and report, only 
that medical information that is relevant to the case, and should leave out that medical information 
which can remain confidential to the patient (e.g. if HIV status is not relevant to the case, then it 
should not be raised in the findings). They must not falsify their reports but provide impartial evidence, 
including making clear in their reports any evidence of ill-treatment. 


3.2 (e) The treatment of prisoners and detainees 


The rules of medical ethics and medical professional codes do not allow for discrimination in the 
provision of health care to prisoners and detainees. Individuals under arrest or any form of detention 
must have access to a standard of health care and services, and compassionate care, which are 
equivalent to that of the surrounding general population. This applies to health professionals who work 
directly in prisons or other detention centres, and equally to health professionals working in the 
national health services to whom prisoners may be referred. 


3.2 (f) Issues surrounding examinations of individuals in the presence of security 
forces 


Health professionals, whether working in places of detention, called to visit a police station or other 
place of detention, or working in national health services, may well be presented with detainees to 
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pio Ue statuto 
examine in the presence of security forces. The reasons for such examination may include a ¥ 


initial medical examination upon arrival in a place of detention, complaint of illness or ill-treatment by a 
detainee, or routine referral for medical treatment. When faced with a detainee, the eecad 
professional must apply their usual ethical principles in any assessment and boatners ame detainee 
must give informed consent to any examination, procedure or treatment, and this should include an 
explanation of who will have access to any findings, and how these findings may be used. 


Two further points of particular importance in the examination of detainees must be highlighted: the 
maintenance of medical confidentiality and the use of restraints (such as handcuffs) on detainees. 
Medical ethics dictates that consultations and the information gained therein should be confidential 
between the doctor and the patient. In the case of prisoners, the security forces (police, military or 
prison guards) will often maintain that they must remain present during any consultation, the most 
common reason being that it is for the protection of the health professionals. In some circumstances, 
the security personnel might insist that the detainee remain in restraints (handcuffs, ankle-cuffs) and 
even with a hood or blindfold during the consultation. Thus there is an immediate conflict between 
_security and medical concerns. 


As stated above, health professionals have a duty to observe their usual ethical practice in their 
treatment of detainees. In brief, there can be no blanket rule that dictates that all detainees are 
dangerous and merit in all circumstances the presence of security personnel and/or restraints. If 
escape is an issue, health professionals can conduct consultations with the security personnel outside 
the door, or as a less acceptable alternative, with the door open and the personnel out of range of 
hearing. Further, security concerns can be addressed by conducting the consultation in a room that 
has only one entrance, and either no windows or barred windows. 


The routine use of restraints during medical consultation or treatment is also contrary to medical 
ethics and international standards on treatment of prisoners, and health professionals must not accept 
such practices. Restraints not only interfere with the proper diagnosis, management and treatment of 
patients, but they also run contrary to the inherent dignity of all human beings. The only possible 
acceptable justification for use of restraints is as a last resort when there is substantiated reason to 
believe that this particular detainee presents an immediate and current violent threat to himself or 
others. Health professionals can and should question the use of restraints if they have reason to 


doubt such a risk exists. In the exceptional circumstances that restraints are used, they should be as 
minimal as possible. 


The use of hoods or blindfolds during any contact between a detainee and health professionals is 
absolutely unacceptable under any circumstances. The use of hoods or blindfolds has in itself been 
found to be a form of ill-treatment. In the health settin 


meaningful contact with the patient, they also prevent t 
and may thus add to a perception of impunity in any cases of ill-treatment. 


3.2 (g) Abusive medical treatment 


Health professionals should also be wary of an 


y attempts to a ini 
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medication that are not aimed at benefiting the physical or mental health of the patient, but only at 
assisting an interrogation or the management of a patient or detainee. 


The individual need not be in prison, or in detention at all, to be tortured. Health professionals must be 
aware that they might be considered responsible for ill-treatment in settings where patients do not 
have freedom of movement, for example those detained under mental health legislation or in facilities 


for the elderly. Inappropriate use of medical treatment, such as overuse of sedatives, may also be ill- 
treatment. 


3.2 (h) Consent and confidentiality 


lt is a principle of ethical practice that patients must understand what is happening to them and 
consent to it. This is extremely important in working with torture survivors who have been in the 
situation of having no control over any aspect of their lives. It is essential they do not feel powerless in 
the subsequent clinical setting. This is particularly true of medico-legal work in which the 
documentation will be in the public domain. For consent to be valid, the patient must understand how 
the data gained from the examination will be used, how it will be stored and who will have access to it. 


While all statements emphasize the obligation to act in the best interests of the individual being 
examined or treated, this presupposes that health professionals know what is in the patient's 
interests. A fundamental idea in modern medical ethics is that patients are the best judges of their 
own interests. This requires that health professionals should normally give precedence to the 
competent adult patient's wishes. Where the patient is unconscious or otherwise incapable of giving 
valid consent, health professionals must make a judgment about how that person's best interests can 
be protected and promoted. Nurses and doctors are expected to act as the advocate of their patients’ 
well-being and this is made clear in professional statements. 7 


Conflicts arise where health professionals are pressured or required by law to disclose information to 
third parties about patients without consent. This may include an obligation to report torture or serious 
crimes (possibly including torture itself). A health professional may receive an allegation of torture on 
the patients’ understanding that they are only seeking treatment and that the information will not be 
disclosed to others for fear of reprisals or other reasons. The health professional must contemplate 
the risks to the patient, and indeed to themselves, in disclosing such information, and the potential 
benefits to society as a whole (e.g. potentially avoiding further harm to others), before acting. 
Whatever decision is reached the health professional should endeavour to gain consent. In such 
cases, the fundamental ethical obligations to respect autonomy and to act in the best interests of the 
patient are more important than other considerations, although the duty to avoid harm includes that to 
third parties. Health professionals should make clear to any authority requesting information that they 
are bound by professional duties of confidentiality. Health professionals responding in this way are 
entitled to the support of their professional association and colleagues. 


The Geneva Conventions give particular protection to doctor-patient confidentiality in periods of 
international armed conflict, for example, requiring that doctors should not be compelled to disclose 
information about their patients to the opposing side. 


People's Watch 37 


3.2 (i) Security 

The security of the individual who may complain of or show signs of ill-treatment is closely related ee 
the issues of consent and confidentiality described above. In examining or treating these individuals, 
the health professional must keep in mind the security of both the patient and themselves. Often, the 
patient may have the impression that the health professional can provide an element of physical 
protection, and even prevent further arrest or ill-treatment. This sense of protection may be even mare 
commonplace when health professionals visit the individual while they are still detained (particularly if 
it is a visit by an international team) since it is assumed that the fact of having access to the place of 
detention invests them with greater powers. 


The security of the individual extends to how any information collected is used or to whom it is 
divulged. Clearly the release of any information is governed by the issues of consent and of 
confidentiality since identifiable information may itself lead to recriminations for the individual, or their 
family, or indeed the health personnel. Health professionals thus have a duty to ensure that 
individuals are aware of the limits of their ability to protect them, and must ensure that no information 
is released or passed on that may put interviewees at risk. All documentation must be stored safely. 


3.2 (j) Involvement of other health professionals in torture 


Health professionals may at times have concerns that other health professionals might be 
participating directly or indirectly in the torture or other ill-treatment of individuals. The appropriate 
course of action in such cases can depend on the particular circumstances, for instance whether the 
concerned health professional is working within the same institution as those he or she suspects; 
whether he or she is a local practitioner or part of an international visiting team; and the assessment 
of level of risk that may be involved in various courses of action. In some cases, a private discussion 
with trusted colleagues may be enough to clarify and bring about positive change. In other cases, 
there may be a need to turn (sometimes discreetly) to outside bodies, national or international (such 
as medical associations or human rights bodies), in order to seek advice. 


3.2 (k) Seeking further information and support 


Health professionals who encounter any of the above situations, and have concerns on how to act, 
can seek information and support from a variety of bodies, national and even international, who may 
be able to provide more specific guidance. If within the police, military or prison medical services there 
are ethics bodies, then this could be one avenue, although in many contexts these bodies may 
effectively be unable to work impartially, or the health professional may feel that turning to these 
bodies could present a risk of personal security to themselves or the patient. Other bodies the health 
professional could perhaps turn to include national medical associations, national human rights 


bodies, or, if these are not available, relevant international bodies, in particular the World Medical 
Association (WMA). 


University of Essex, 2005. 


Available at http://www. fco. ov. uk/Files/KFile/MidtHb. pdf 
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IV. GENERAL GUIDELINES FOR GATHERING EVIDENCE AND 
DOCUMENTING FINDINGS 


The primary goal of documenting allegations of human rights violations is tu create an accurate, 
reliable and precise record of events. The uses to which this record may be put are varied, but all rely 
on the quality of the record that has been established. This chapter sets out the basic guidelines for 
embarking on an investigation into torture allegations. A description of a typical documentation team is 
given, detailing the different roles and functions carried out by each member. A general overview of 
documentation is provided, to illustrate for the health proféssional how the medical evidence fits into 
the wider picture of documentation and evidence. It also covers essential information needed in any 
investigation of allegations, including types of evidence which the health professional should attempt 
to gather when the lawyer is prevented from doing so. General guidelines are given on the types of 
evidence needed, what essential information should be collected, how to ensure the quality of 
information, and various considerations to be taken into account in the gathering of evidence. The 
compilation of medical documentation, including medico-legal reports detailing the findings of an 
investigation into torture allegations, is addressed in the second half of this chapter. 


4.1 The aims and goals of investigation 


Torture and other ill-treatment are prohibited in international law and are likely also to be a crime 
under national law. International law requires not only that torture not be used, but also that any 
allegation of torture be investigated, and that those responsible be brought to justice. 


Effective investigation, including the aspect of medical documentation, is a vital component in the 
struggle to eradicate the practice of torture. Legal bodies, domestic and international alike, rely on 
factual evidence to reach their conclusions and uphold justice. 


By shedding light on cases of torture and other il-treatment, eieciis investigation and documentation 
can assist 


in the achievement of a number of important goals: 
*« Raising awareness of the infliction of torture and its absolute prohibition 


= Battling impunity: bringing torture into the public eye assists in calling states to account for 
their actions and having them fulfill their legal obligations. On a different level, torture reporting 
can also 

= help to cast light on the individuals who carry out such practices, to make sure that they 
cannot continue 

= to engage in such behaviour without negative consequences 


= Redress for the survivor: there are a number of remedies and objectives 
that may assist the individual survivor of torture, for example 
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o Preventing and ending ongoing abuse: in certain cases, allogunse of tortie may a 
raised by a person who is still in custody of the authorities. scien and . 
investigation can help put an end to the suffering. In other cases, the ndivicus may be 
seeking protection from abuse in another country, and the determination of whether the 
individual was a survivor of torture and is personally at risk can prevent the person 
being deported back into the hands of their torturers 


o Compensation and other forms of restitution: survivors of torture may, for example, be 
able to claim compensation for monetary loss, physical and mental harm, and other 
damage caused by the torture 


o Rehabilitation: many torture survivors are in need of rehabilitation services, including 
medical treatment, both physical and psychological, legal assistance, and social 
services. Effective investigation and documentation can assist in diagnosis, treatment 
(including rehabilitation) and prognosis of the patient 


o Official and public acknowledgement of their suffering can also be important in the 
recovery process of survivors of torture. 


= Reform: drawing attention to a situation is not just about seeking condemnation or holding a 
State to account. Even more importantly, it is about seeking constructive and long-term 
improvements in a country which will contribute to the ultimate elimination of torture. This will 
often require changes both in the legislative framework and in official attitudes to torture. The 
eradication of torture is a fundamental and necessary step for any society aspiring to protect - 
human rights and care for its people. 


4.2 Multidisciplinary approach to documentation 


Although straightforward allegations of torture can be documented by a health professional on his or 
her own, the investigation and documentation of torture is ideally a joint effort to be carried out by a 
number of actors with expertise in different fields. These usually include a lawyer, health professional 


and human rights monitor. Others who play an important part in the effort are judges, the police, the 
media, and of course the individuals and their families. 


4.2 (a) Role of the health professional in the team 


Health professionals who encounter survivors of torture may do so in different Capacities, and they 
may thus have slightly different but convergent duties: : 


= The health professional who is asked to examine an individual expressly for the purpose of 


providing a medical opinion in a report for a court or other judicial body will be fulfilling a 
forensic (medico-legal) role 


* A health professional who is acting as a care giver to an individual and who in the course 
of =— work notes signs and symptoms of ill-treatment, or to whom the individual 
complains of being Previously subjected to ill-treatment, May need to make an accurate 


People's Watch 
40 


medical record of the findings in the medical notes 


A health professional who forms part of a team visiting places of detention may record 
findings of ill-treatment in individuals, but this information may be used more generally ina 
report on the place of detention without actually forming part of a medico-legal report. 


The first and foremost concern for the health professional is the immediate health and well-being of 
the torture survivor. Health professionals may have a therapeutic role in treating the patient, or a 
forensic role in establishing the possible causes and origins of injuries and trauma. There are 
concerns that having a dual role may create the perception of bias in the reporting. The health 
professional should therefore ensure that the individual is receiving any necessary medical care, 
taking into account that: 


Care includes immediate treatment and long-term rehabilitation for survivors of torture 


Forms of torture may be used that are psychological or otherwise leave no persisting 
physical signs. It must always be emphasised that the absence of physical or 
psychological findings can never be considered to be evidence that ill-treatment did not 
occur 


A psychological assessment of the individual should take place, noting any psychological 
effects that may be the result of torture or other ill-treatment 


The strongest evidence supporting the allegation of torture is often of a medical or 
psychological nature. The health professional should record any external or physical 
evidence of injury or abuse and any psychological symptoms and signs. 


4.2 (b) Role of the lawyer in the team 


The lawyer is the primary link between the torture survivor and the justice system. 


The lawyer may have the responsibility of representing and advising the individual through the 


many procedures within the judicial process. 


The lawyer's role will often begin at the early stage when the torture survivor is in custody, and 


will continue until redress has been achieved 


A primary concern for the lawyer will be to establish the facts of the case. This will involve 
collecting all available details of times and places of the alleged torture, as well as the 
identification of those responsible 


The evidence collected by the lawyer will include statements of the individual and possible 
witnesses, and medical evidence obtained with the help of the health professional. 


4.2 (c) Role of the NGO member in the team 


Experience over the past decades has shown that human rights NGOs vary in mandate, focus, 
and methods, but some can contribute in important ways to the documentation of torture and 


subsequent legal action: 
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edical 
» They can assist individuals to gain advice, services and treatment, from the legal and m 


professions, through lawyers and health professionals who are part of the NGO or by referral 
to others 

«= NGOs are often best placed to handle the case of the individual in the international arena, for 
example by assisting and advising in making complaints to international courts and other 
mechanisms yg 

= The information held by the NGO on other similar cases and the research conducted on 
torture and other ill-treatment domestically and internationally, can provide valuable support to 
the case of the individual. Their knowledge of local circumstances can be very important. In 
certain cases it may be possible to combine a number of cases into joint complaints and 
petitions 

= NGOs often have the expertise for any necessary work to be done through public advocacy or 
with the media. 


f NGOs can assist in the prevention of abuse, for example by circulating information about those 
who have been recently arrested. 


Although the circumstances vary considerably between countries, generally it is better for an NGO to 
be open about its activities in helping survivors of torture and to develop links with relevant regional 
and international bodies as this makes it easier to seek protection from intimidation by the national 
authorities. 


4.3 Documenting the allegations 
4.3 (a) The aim of medical documentation 


Medical documentation plays a major role in all the general aims of investigation into torture 
allegations that have been described at the start of this chapter. Medical documentation fits into those 
aims through the following means: : 


1. Producing a contemporaneous record (a record as close in time as possible to the event) of 
signs and symptoms of ill-treatment when an individual presents to any health professional for 
treatment after the event — the examining health professional may not be called upon to 


produce a report, but in the future an expert may be asked to use this record to form an 
opinion of events at the time 


2. Providing detailed understanding of the case so that the person can be referred for the 
appropriate treatment and rehabilitation in a Specialized centre or by other specialists 


3. The production of a medico-legal report for submission to a judicial or administrative body: 


i) for judicial enquiries or court cases aimed at the prosecution of perpetrators 
li) for a judicial process which decides on the responsibility of the state 


iii) for a judicial process which decides upon c , 
om 
mainil pensation/reparations for survivors 
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iv) in individual cases where a medico-legal report may be used as part of a court application 
to end on-going abuse while the person is still in detention 


v) for the case of asylum seekers when medical evidence may be used as part of the 
evidence (e.g. in hearings) to show a history of ill-treatment in another country and the 
physical and psychological consequences thereof. 


4. The documentation of patterns of widespread abuse. Courts, NGOs, and inter-governmental 
mechanisms, can all have need for knowledge of the existence of widespread abuse. 
Assessment of the prevalence of torture and other ill-treatment, relies upon well-documented 
individual allegations 


5. The production of Supporting material during visits to places of detention. Medical 
documentation may not necessarily lead to the production of a medico-legal report on specific 
cases, but the medical findings can be used more generally to support allegations of 
conditions and treatment amounting to torture or other ill-treatment. 


4.3 (b) Types of evidence 


Medical evidence is one of many types of substantiation given to allegations of torture and other ill- 
treatment, and will often be used in conjunction with other forms of evidence. These will commonly 
include: 


; The individual’s statement N Witness statements 


* Other forms of third party evidence, such as the testimony of a forensic scientist or other 
expert 


* Objective evidence of a widespread occurrence of torture in the circumstances referred to 
° Anything else which can help to support and prove an allegation. 
4.3 (c) Medical evidence 


Medical evidence is a very important type of evidence as it can add strong support to witness 
testimony. It is rare for medical evidence to be conclusive (prove with certainty that torture occurred) 
because: | 


» Many forms of torture leave very few traces, and even fewer leave long-term physical signs 
that they ever occurred 


» Injuries or marks which are alleged to have resulted from torture cannot always be 
distinguished with a high degree of certainty from the effects of other causes. 


What medical evidence can do is demonstrate that injuries or other clinical findings recorded in the 
alleged survivor are consistent with (could have been caused by) the torture described (see section 
4.6). Where there is a combination of physical and psychological evidence compatible with an 
allegation, this will strengthen the overall value of the medical evidence. 
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When obtaining medical evidence, it is important to be aware of the aifference betwee ne ena 
(treating a patient's symptoms) and forensic (legal) medicine. The objective of forensic medicine is 

assist the courts and other appropriate authorities in medico-legal matters, pg CHEATER, by 
establishing the causes and origins of injuries. Sometimes both therapeutic and forensic functions - 
carried out by the same health professionals but, where possible, they should be separated " avoid a 
possible conflict between the two roles. Failing that, the possible conflict should be recognized and 


discussed by the report writer. 


Case of Selmouni v France 
(Application No. 25803/94) 
Judgement 
Strasbourg 
28 July 1999 


The European Court of Human Rights, in reaching its conclusion, cited the medical findings in an 
earlier judgement of the Versailles Court of Appeal. The reliance on medical findings demonstrates the 
_ significance of thorough medical documentation as a tool in establishing allegations of ill-treatment. 


‘As to the medical findings 
The accusations made by the civil parties are supported by unequivocal medical findings. In the first 
place, as regards Selmouni, the expert Professor Garnier noted in his report of 5 May 1998 that all the 
doctors who had examined him while he was in police custody had found lesions of traumatic origin on 
the left arm, in the left orbital region, on the scalp and on the back. On 29 November 1991 further 
lesions were seen on the lower limbs. He added that during his examination on 7 December 1991 he 
- had again found lesions that had been described earlier and that he found others on the buttocks and on 
the nght ankle. 


_ The extent of the injuries on Selmouni’s person increased as the uninterrupted police custody contimed. 


The bruising to the left eyelid, the thin linear scar one centimetre long continuing the line of the left 

eyebrow, the left and right sub-orbital haematomas found on 29 November 1991 by Dr Edery, and then 
_ described on 2 December 1991 by Dr Nicot as being “round the eyes”, are consistent with the punching 
_ mentioned by Selmouni. 


: The various haematomas found on the thorax, the left and right sides and the abdomen are consistent 
with the punching and kicking in his statement of 7 December 1991. 


The pain in the scalp and the headaches mentioned by Drs Aoustin and Edery are likewise of a kind to 
_ Support Selmouni’s statements, according to which his hair was pulled and he was repeatedly tapped on 
the head with an instrument which could have been a baseball bat. 


The haematomas found on the buttocks and the thighs could only have come from blows from a blunt 


instrument. Similarly, the lesions apparent on the le s, ankles and f i | 
crushing that Selmouni complained of g eet are consistent with the blows or 


It follows from the foregoing that the objective injuries, as recorded 


the blows described by Selmouni.’ mn Successive examinations, match 
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4.4 Gathering of evidence 


The medical evidence will be used in combination with the other types of evidence mentioned above. 
Detailed guidelines on gathering medical evidence, including the interviewing of victims, physical and 
psychological examinations, and writing medical reports, are all the focus of the following chapters. 


Health professionals engaged in the documentation and investigation of torture ought also, however, 
to be aware of certain non-medical aspects of evidence gathering. In ideal circumstances, there will 
be a number of people responsible for collection of evidence, and other members of the team, 
particularly the lawyers or NGO professionals, will coordinate the collection and ensure that all 
requisite details have been gathered. However, in some circumstances not all members of the team 
will have access to the victim, and it is therefore crucial that each member is aware of the necessary 
details essential for the substantiation of alleged abuse. The level of proof and detail may vary 
depending on the purpose of documentation: for example, a criminal trial requires higher standards of 
proof than a civil hearing or administrative procedures determining potential risk in case of 
deportation. If the health professional is the only person with access to the victim or other source of 
information, it is vital that he or she attempts to collect, or ensures that others collect, key information, 
beyond the purely medical evidence. 


4.4 (a) Essential information 


In all cases, in addition to the medical evidence and information, the following non-medical details 
should be viewed as useful and often crucial information regardless of the purpose of documentation: 


Identity of the victim. This should include full name, gender, age, occupation, and address. Date of 
birth is a useful identifier when the name is a common one; often the year is known although it might 
not correspond to the age given. Additional useful information would: be a description of appearance, 
a photograph, and any relevant records that may exist on the individual, such as medical files from the 
time before the alleged abuse. | 


Identity of the perpetrators. This might include the identification of a particular individual or individuals. 
However, to establish responsibility of the state for a violation, it might be enough to show the 
connection with the state. Relevant information would detail whether they were members of a specific 
security force such as police or military and, if possible, their names and rank. If unsure, then a 
description of uniforms, vehicles, weapons or any identifying characteristics will assist in the 
determination. Note, for legal and human:rights reasons, great care should be taken in making 
allegations that particular individuals have been ‘involved in torture. These are, after all, allegations of 
serious criminality. 


Description of how the individual came into the hands of the perpetrators. This should include whether 
the person was Officially arrested, what reason was given for taking the person into custody, the time 
and date this took place, and whether there was use of violence or restraints. 


Description of the location where the abuse took place. This may have been a prison, a police 
detention facility, a military installation, or any other institution or location, even an outdoor space. 
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“i . oe held, 
Additional useful information would be a description of the conditions in which the ihe ob pe 
including size, content of the room, lighting, hygiene, presence of others, and access to lawyers, 


visitors, and medical care. 


Description of the form of abuse. The crucial questions are: Where did it occur? What happened? 
When? By whom? How often? How long did it last? And what effects did it have on the victim 
immediately and later? There should be a detailed description of exactly what OCOaTRE. and a 
frequently. Presence of anyone else in the room during the interview, whether detainees, security 
personnel or others, should be mentioned. Any instruments used should be noted. What were wig 
immediate and long-term effects of the abuse? If the victim received medical attention, or requested it 
and the request was denied, directly before, during, or after the abuse, this should all be detailed. 


Possible witnesses. Were there others present at the time of the abuse. Who were they? What was 
their role (for example, other detainees)? Did others see the individual immediately after the ill- 
treatment (for example, cellmates or prison medical staff)? 


4.4 (b) Quality of information 


The primary goal of documenting allegations of human rights violations is to create an accurate, 
reliable and precise record of events. The uses to which this record may be put are varied, but all rely 
on the quality of the record which has been established. Factors which contribute to the quality of 
information are: 


The source of the information. Was the information obtained directly from the victim? The further away 
from the victim or incident the information comes, the less reliable it is likely to be. 


The level of detail. |\s the allegation very detailed? Are there unexplained gaps in the account? The 
more detail obtained, the better, because it helps others to understand what happened, and it also 
helps to prevent allegations of fabrication. Psychological and/or organic explanations for gaps should 
be kept in mind [see section 6.2 (c)]. 


The absence or presence of contradictions. Minor inconsistencies are common and should not affect 


the overall quality of the information, but major inconsistencies or contradictions should prompt 
seeking further clarification of the information [see section 6.2 (c)]. | 


The absence or presence of elements which Supp ort (corroborate) or disprove the allegation. Are there 
witness statements, medical certificates or any other supporting information? The more Supporting 


documentation that is provided, the more likely it is that the allegation will be found credible, but its 
absence is not evidence that the ill-treatment did not occur. 


The extent to which the information demonstrates a pattern. 
similar facts? Where there is evidence of a practice ther 
information is true. 


Is the allegation one of a number alleging 
€ may be a greater presumption that the 


The age of the information. |s the information very recent? Does it relate to facts which occurred 
several years previously? The fresher the information, the easier it is to investigate or verify the facts 
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alleged. 
4.4 (c) Comparing records 


Different members of the team might have notes or memories that emphasize different aspects of the 
individual's account. This is particularly true when the team comprises members with different 
professional backgrounds. Interviews should be reviewed and notes compared before one member is 
delegated to write up the relevant interview. All notes should be retained. 


As the team comes together, it may be able to identify patterns of a general nature, especially if 
several teams are working together, and not every team member is aware of the information gathered 
by the others. Evidence that appeared incomprehensible or implausible might be clarified by the 
understanding of evidence gathered by other team members or teams. They can then discuss how to 
take the work forward, for example by anonymising data and analyzing them in groups. 


4.5 Compiling medical documentation 
4.5 (a) Report writing 


Not all medical evaluations will require the writing of a report. Where a health professional comes 
across a case of torture in their regular practice, a note made in the medical records may suffice. The 
note in the records may then be interpreted by an independent expert who may form an opinion based 
solely upon these records. However, the examining health professional may be asked to provide a 
medical report based upon their own findings, or a summary of a number of similar cases. The type of 
report they produce is dependent in part on the use to which the report will be put. For example, the 
report may be used in an application for asylum or in the prosecution of perpetrators. Such reports are 
of a medico-legal nature since they form part of medical evidence that is put before an administrative 
or judicial body. In all cases, the duty to the court or other body must be acknowledged. 


A health professional who is asked to examine an alleged survivor of torture in order to provide an 
independent evaluation for a judicial or quasi-judicial body is acting in a forensic capacity rather than 
in a therapeutic capacity. The health professional's duty is to the court to provide an independent 
opinion on the allegations together with any corroborating medical evidence. Thus, in the absence of 
an acute medical emergency during the examination, the health professional is not acting ina 
therapeutic capacity. This does not, however, preclude him or her from referring the individual for 
further clinical assessment and treatment to the appropriate specialist. The section below refers to 
cases where the health professional has been instructed to produce a medico-legal report. 


4.5 (b) Destination 
Medical documentation can be of value in a number of arenas, including: 
Ts identifying the need for further care and treatment 
2. The prosecution in national or international courts of perpetrators alleged to be responsible for 
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torture 


3 Claims for reparation 
4. Challenging the credibility of statements extracted by torture 
5 


Identifying national and regional practices of torture in human rights investigations 
6. Support of allegations of torture in asylum applications. 


4.5 (c) Content 


Further guidance on the approach to the taking of the history, the examination and the compilation of 
the final report is detailed in The Istanbul Protocol, which should be viewed as the ‘gold standard’ for 
the documentation of torture, and from which this section is adapted. 


The report should be based on the health professional's overall opinion made at the end of the 
interview and on further consideration during follow-up (see section 4.6). Generally the final report has 
a number of parts: 


« The account of the event(s) as described by the individual. As described above, this should 
detail events during arrest and conditions of any detention (e.g. prolonged solitary 
confinement) since these conditions in themselves may produce physical and psychological 
sequelae. The account should further detail specific events and methods of torture, both 
physical and psychological, during actual interrogation. If there are internal inconsistencies in 
the narrative, or if it contradicts testimony given elsewhere (for example to a legal adviser), this 
must be explained 


* A description by the individual of his or her physical and psychological symptoms and Signs at 
the time of alleged ill-treatment, and an account of how these symptoms evolved with or 
without medical treatment | 


* A description of the individual’s physical and mental health at the time of the interview(s) and, 
if he or she has been seen over a period of time, how they have changed with treatment and 
as a consequence of concurrent events 


* A note of any medical treatment in detention, or any treatment that was requested but 
denied 


after the interview(s)), the results of any Psychological assessments, a detailed account 
of the physical examination, and the results of any investigations performed 


* The professional Opinion on the likely causes of thes 
possible causes of those lesions attributed 
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which.) 


When gathering information to prepare a report, it is important not to over-interpret the findings and so 
diminish the quality of the evidence. That is to say, however sympathetic the health professional may 
be to the individual, the report or certificate should not Say more than can be supported by the 


evidence and the level of competence of the report writer to interpret it, or the case might be 
undermined. 


Depending on the intended forum, a summary of the findings of other team members could also be 
needed, or each might need to provide a separate report. There may also be the sections required by 
the relevant court, such as the reason for the interview, the backgroynd documents read beforehand, 
a detailed CV of the author and a statement of the duty to the court. Relevant professional 
qualifications should be listed. The report is an expert document, and the writer should identify the 
level of expertise, for example as a general health professional, or as someone with forensic expertise 
but not with survivors of torture. 


4.5 (d) Inconsistencies 


When anyone gives more than one account of his or her experiences, there are inevitably points that 
are inconsistent with each other. Thus the interviewer should avoid topics that are not directly relevant 
to the report. Within an interview, it is essential for the interviewer to clarify these points or explain the 
discrepancies [see section 6.2 (c)]. 


Sometimes the account may conflict with one given previously, for example, to a legal adviser or other 
non-medical interviewer. The medico-legal report should identify these inconsistencies and, if they are 
relevant, explain them. The report is a legal record of the interviews and should not be amended to 
minimize these inconsistencies if this reduces the report's accuracy. 


4.5 (e) Glossary 


Many words have a specific meaning in medico-legal reports that differ from their use in everyday 
speech, such as ‘history’ or ‘laceration’. It may be necessary to append a glossary to the report, so 
that readers do not misinterpret some of the words by applying their everyday meaning. 


4.6 Opinion 


Any health professional should be able to document injuries and other physical and psychological 
findings. When trying to assist the courts or other judicial or administrative bodies, where possible 
there should also be an opinion on the consistency between these findings and the allegation of ill- 
treatment. This section is intended to give basic guidance in this process. However, it is important that 
the health professional does not exceed his or her capabilities. A well-documented account of findings 
can be very useful to an expert where necessary. 


4.6 (a) Individual lesions 


For each individual lesion, the health professional should determine whether it is congenital, the 


consequence of a disease process, degenerative or tr’ natic. For each lesion attributed to trauma 
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re between it 
and for the overall pattern of lesions the report should indicate the degree of consistency 
and the attribution given by the individual. 


It is more important to focus on lesions that are distinctive rather than on their ee or size. A few 
wounds that are highly consistent with an allegation of torture are more significant medico-legally than 
those that are non-specific. If there are other possible causes for wounds, these should ORT wi 
documented. For example, a sportsperson may have many scars on his or her legs, and . is 
impossible to say which were caused by contact sports and which, if any, were caused by being 
kicked by soldiers in detention. A stab wound on the trunk, however, is not going to have been caused 
by sporting activities. 

lf a survivor of torture has many overt scars on his or her body, this could well be because the security 
services in the country in which he or she was tortured enjoy impunity. Where judges are encouraged 
to take seriously allegations that confessions were extracted under torture, interrogators are likely to 
be careful not to leave identifiable marks, and might not assault a detainee for several days before a 
court appearance in order to let bruises fade. 


Some survivors of torture have no scars or other physical signs. This should be documented and it 
must be emphasized that the absence of physical findings does not, in itself, invalidate a person's 
account of torture. 


Not consistent: The lesion could not have been caused by the trauma described. (If this term is used 
- in a medico-legal report, the writer must explain why the individual’s account is considered to be credible, 
_ despite this inconsistency (see also section 4.6.3 on truth and fabrication).) | 


Consistent with: The lesion could have been caused by the trauma described, but it is non-specific and 

there are common alternative possible causes. (Most scars are non-specific and it is important not to over- 
_ interpret them. Only if the overall number or distribution of scars is significant can much weight be placed on 
_ them in the final report.) | : 


- Highly consistent: The lesion could have been cansed by the trauma described and there are few other 
| possible causes. (Depending on the level of proof required by the court, such scars may be sufficient to 
- corroborate the individual’s testimony.) 


‘Typical of: == This phrase is used for lesions that are ‘highly consistent’ with the attribution and 
: additionally the appearance is one that is usually found with this type of trauma (for example, cigarette burns). 


way other than that described. 
S account, but does not, by itself, confirm that torture has occurred 
of the assault are also relevant.) 


It is the overall evaluation of all lesions that is 
of each lesion with a particular form of torture. 


BOX I (adapted from The Istanbul Protocol, section 8.2) 


important in assessing the allegation, rather than the consistency 


Distinctive scars should be described accurately. For example: ‘There is a 3 cm laceration, 1 cm wide 
at the widest, across the back of the left hand.’ Very small wounds need not be individually 
documented unless they are relevant to the allegation. 


Sometimes a patient will say that an injury was caused by torture when clearly that is not the case. 
This may be because of a misunderstanding. For example, the person might not be aware of scars 
across the upper back from childhood chickenpox. When these are pointed out by a health 
professional, the patient might say they are the result of torture, believing all scars were a 
consequence of torture. Another patient may be claiming deliberately that a wound was caused by 
torture, knowing this is not the case. Perhaps he or she has no scarring from torture but thinks he or 
she will not be believed without some physical evidence. In both these situations the health 
professional has a dilemma. A false opinion supporting the patient’s attribution must never be given. 
The alternative is to document the lesion, the patient's attribution and the heath professional's opinion, 
even though this might undermine the credibility of the patient. However, if the health professional 
words the report sensitively and emphasizes other aspects of the examination that support the 
allegation of torture, this should minimize the negative impact. However, the health professiona‘ 
should not lose sight of the need for objectivity. 


It is sometimes suggested that scars and other lesions might be self-inflicted. True self-inflictec 
wounds are of two main types. One is where a person is deliberately harming him- or herself to 
support a false claim of assault. Such wounds are generally superficial and within easy reach of the 
dominant hand. Very rarely an accomplice might be asked to cause a wound in a place the person 
cannot reach, such as in the middle of the back. The other form of self-harm is where the person has 
a mental illness. Such wounds can be complex, but generally the underlying mental health problem 
can be identified during the interview. Occasionally a person will have wounds from an unsuccessful 
suicide attempt in detention, perhaps a desperate response to an intolerable situation. Although the 
person might be unwilling initially to disclose the true cause of the wounds, with sensitive questioning 
he or she will normally say what happened. 


4.6 (b) Psychiatric assessment 


When writing reports, health professionals should comment on the emotional state’ of the person 
during the interview, symptoms, history of detention and torture, and personal and family history prior 
to torture. Factors such as the onset of specific symptoms in relation to the trauma, the specificity of 
any particular psychological findings, as well as patterns of psychological functioning should be noted. 
Additional factors such as forced migration, resettlement, difficulties of acculturation, language 
problems, loss of home, family, social status, as well as unemployment should be described. If a 
formal psychiatric diagnosis is given, the reasons should be explained [see also sections 6 and 6.3 


(a)]. 
4.6 (c) Overall picture 


At the end, the health professional must give his or her opinion of the totality of his or her findings, 
both physical and mental. He or she can say how strongly the findings support or do not support the 
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allegations. The report may have corroborative value when it is added to the other evidence in the 
case. 
All the available information should then be brought together in order to prepare the final report, 
including: 
= Copies of any previous court decisions about the individual 
= Correspondence from other health professionals to whom the patient has been referred 
» Background information about the situation in the country to which the allegations of 
torture relate (e.g. from the UNHCR (United Nations High Commissioner for Refugees) 
or Amnesty International) 


= The account of the event(s) as described by the inaividual 

= Notes on the individual’s description of his or her physical and mental health 
» Records of the psychological and physical findings from the interview(s) 

= The results of any clinical investigations 

» Recommendations for further treatment. 


This will then allow the health professional to give an opinion of the likelihood of the patient having 
been tortured in the way that he or she described, to the standard of proof required by the appropriate 
forum. Ultimately, it is for the court to decide whether the individual is credible, but health 
professionals must not ignore the issue. Credibility is not an all-or-nothing concept - there is a 
continuum between the absolute truth and the complete fabrication of events, with at least three 
points in-between: a) A mixture of falsehood and truth, e.g. a fabricated history of a recent detention 
added to a genuine one in the past b) Conscious or subconscious exaggeration - Saying that the ill- 


treatment was more frequent and more severe than actually happened c) Genuine errors arising from 
mistakes and misunderstandings. 


The health professional should then make a final statement summarizing the opinion. 


SOURCE: Michael Peel and Noam Lubell with Jonathan Beynon, Medical Investigation and 


Documentation of Torture: A Handbook for Health Professionals, Human Rights Centre, 
University of Essex, 2005, with modification. 


Available at http://www. feo. gov.uk/Files/KFile/MidtHb. pdf 
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V. INTERVIEWING 


5.1 Introduction 


The documentation of torture and other ill-treatment depends on the gathering of detailed and 
accurate information from the individual on the circumstances of the event, including details of any 
arrest, detention, conditions of detention and specific treatment while under interrogation. The degree 
of detail gathered depends on several factors, such as the aim of the interview/examination 
(producing a note in a medical record of incidental findings during a routine medical visit, versus being 
asked to provide a medical report for a judicial body), the location and circumstances of the interview 
(for example in a health clinic, ina police station or prison, or in a rehabilitation centre for survivors of 
torture) and the degree of access to the individual and amount of time available. This being said, the 
principles on interviewing set out in this chapter can be adapted and applied to the various 
circumstances in which a survivor of torture or other ill-treatment may be encountered. 


As with most clinical practice the interview or ‘history’ is the key to this process. Torture usually 
involves both physical and psychological components, during the ill-treatment and the arrest and 
detention, so the interview must address both the physical and psychological components of the 
experiences and events. 


There should be a detailed description of the ill-treatment taken as close in time to the event as 
possible. If there has been an arrest or any period of detention, the description should include details 
of the conditions of detention, especially the nature of the accommodation (including size, shape, 
space, natural and artificial light, temperature, ventilation, and hygiene), the daily routine, and access 
to water, food, sanitation, health care and the open air. All of these elements of arrest and detention 
can produce physical and psychological manifestations 


(e.g. malnutrition, vector-borne disease, anxiety etc). The interviewer should then take a detailed 
description of specific methods of ill-treatment employed during periods of questioning, interrogation 
or indeed at any time while they are in the control of the authority. It cannot be over-emphasised that it 
is not sufficient to document only physical ill-treatment and any resulting injuries or ‘scars. 
Psychological methods must also be accurately noted since these will often produce both 
psychological reactions and physical symptoms. For documentation of the psychological sequelae the 
interviewer must take a detailed psychological history and conduct a mental state examination [see 
section 6.3 (a)]. For physical sequelae the interview should be followed by a thorough physical 
examination and written description of the findings. The written findings can be supplemented by 
annotated diagrams of the body and, where possible, photographs (see section 6.6). 


An interviewer will make notes of the interview, and may use other recording devices. The reasons for 
this should be explained to the interviewee who should be reassured as to how the notes and other 
records will be used and asked for consent [see also section 3.2 (h)]. The way in which any records of 
such interviews are stored can be important in protecting the security of the interviewer and the 


interviewee [see also section 3.2 (i)]. 
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ln many countries where torture is prevalent, the police have been known to raid clea and search or 
confiscate medical records. In order to protect patients, therefore, in such conditions rors should 
have no obvious identifying information on any document inside (such as initials or date of birth), and 
the files themselves being numbered with a register kept in a secure place elsewhere. Patients om be 
given cards with the identifying number so that treatment can be continued even if the ‘is dea is sti 
available. In some circumstances it may be necessary to hold records at a different location or even in 
a third country to ensure their security. | 


lf information about an individual needs to be transmitted to another body [see section 2.8 (b)], fax 
transmission is generally safer than e-mail as a copy of the latter may be stored on the sending 
computer or held on the server of the internet service provider. In some countries the authorities 


routinely screen all outgoing messages. 
5.2 Vulnerability of witnesses 
5.2 (a) Protecting survivors and witnesses 


In many circumstances, survivors and witnesses need to be protected from those they are accusing. 
Promises must not be made, for example, to provide security for the witness or for relatives who might 
be at risk, unless the interviewer is certain that they can be fulfilled. Witnesses might believe that 
international organizations or others investigating allegations of torture have more power to protect 
them than is the case. It is part of the informed consent process that individuals are aware of all the 
issues before they agree for a health professional to make a formal report [see section 3.2 (h)]. 


5.2 (b) Vulnerability 


As they are survivors and witnesses of torture, it is inevitable that many interviewees will be 
vulnerable in the psychological sense. They may also be vulnerable in other senses, for example they 
or their family members might be at risk of reprisals from the perpetrator. 


This means that the survivor or witness who is vulnerable needs to be interviewed especially 
sensitively but thoroughly. Security, reassurance and tact are very important. 


It can be therapeutic for a survivor of torture to give an account of his or her experiences in a 
Supportive, trusting environment. This does not mean that everything must be taken at face value. 
Questions should be asked to check and clarify points which appear unclear, inconsistent or 
contradictory; this should be done in a way which does not undermine the trusting relationship 


necessary for effective interviewing, and with a view to Providing as precise a record as possible, so 
that any documentation is accurate. ' 
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possible, by which time they feel comfortable with the interviewer. Others may have been worrying 
about the interview and may want to start discussing the details of being tortured early in the 
interview. Attention must be paid to the physical needs of the interviewee - there should be water 
available to drink, and breaks can be taken at any time. 


5.2 (c) Interviewing children 


Children have the rights to have their consent and confidentiality respected. Except in emergency they 
should not be given medical treatment without a parent or guardian present. Similarly, a detailed 
account of the cause of injuries should only be taken from a child in the presence of a parent or 
guardian or, if they are not available, someone else representing the child’s best interests. 


Older children may be tortured to suppress political activity. They should be treated in the same way 
as young adults, and the approach needs to be very sympathetic. Torture of younger children is 
generally performed to put pressure on parents. Where possible, the family should be treated together 
and the child's injuries should be documented and managed by paediatric specialists. 


A child in particular needs to be in an environment in which he or she feels comfortable before being 
willing to disclose sensitive information. In discussing traumatic events, a child may prefer to draw a 
picture and then to explain it. Children's attention spans can be quite short, so it may be necessary to 
break the interview frequently. | ; 


5.3 The environment of the interview 
5.3 (a) Physical environment 


In many situations it is not possible to control the environment of the interview (for example in police 
Stations and prisons), and the interviewer will have to make the best of less than ideal conditions. 
However, as stated above, the basic principles on interviewing should be adapted and applied as far 
as possible to the different contexts. Where health professionals and other interviewers are using their 
own premises, the physical environment can be controlled. Where possible, it is essential to avoid 
anything that might remind the interviewee of being interrogated in case this triggers psychological 
symptoms [see section 5.2 (b)]. Such sounds as footsteps, keys and doors should be minimized. 
Rooms should have a comfortable temperature and be well lit, Most survivors of torture are not 
distressed by a clinical environment, but some individuals may have been exposed to medical 
participation in their ill-treatment and so may be wary of the medical setting and personnel. 


Where possible, the interviewer should meet the individual wherever the individual is waiting for the 
interview. Not only is this polite, but it allows the interviewer to notice the individual’s demeanour at 
rest, how he or she gets out of the chair and walks to the interview room. Normally the individual 
should sit nearer the door of the interview room so that he or she does not feel trapped, although for 
personal safety reasons it is better if the exit for the health professional is also not obstructed. 


5.3 (b) Gender considerations 


Female interviewees should, if at all possible, be seen by female interviewers, at least in the first 


People's Watch - 3 


instance. If one is needed, the interpreter should be female as well (see section 5.5). In any 
cultures, women are unwilling to disclose details of ill-treatment in front of a man, SO the account wt 
be incomplete. This will be particularly true if she has been raped or sexually assaulted (see section 
6.4). One approach that may be considered is to ask the woman if, in addition to the heats staff, one 
would like a friend or relative present for support. Paradoxically the presence of a friend 3 relative 
may in fact inhibit the interviewee from revealing more intimate or traumatic events, especially of a 
sexual nature, and thus the question should preferably be asked when the third person is not present. 
In clinical interviews, it will also be necessary for the patient to have her body examined by the health 
professional, and most women prefer that this is not done by a man (see mention of chaperones in 
[section 6.2.(a)] . This inherent reluctance is considerably increased in survivors of torture as it is likely 
that the torturers were male. 


For male survivors, particularly those who have been sexually assaulted in detention, the situation can 
be more complex. In general they should be seen by a male interviewer and interpreter, but some 
men prefer to talk about sexual abuse in front of women. In some cultures and societies this may be 
due to feelings of shame or embarrassment in describing sexual abuse to another man, or it may be 
that describing such abuse to men, particularly of the same ethnic background as the torturer, may 
remind them too much of their experiences. | 


Following the above, it is clear that the staff team should ideally include health professionals and 
interpreters from both genders, allowing the individual to choose who they would be most comfortable 
with. In many settings, such as large organizations and hospitals in big cities, this should be the 
standard and not deviated from. In some circumstances, however, such as small teams engaged in 
field missions, it might not always be possible. In these cases, particularly with female interviewees, if 
the health professional is not of the same gender as the individual, there should be an interpreter 
present (when one is used) or other team member of the Same gender, or another person chosen by 
the interviewee, thereby easing the discomfort. While vital evidence and information should not be 
missed due to not having a same gender interviewer, the individual must always consent to being 


interviewed by the health professiona! (and to others who may be present), and any gender imbalance 
or discomfort with the situation should be entered in the notes. 


5.3 (¢) Cultural and religious awareness 


Cultural and religious awareness is of utmost importance. The health professional should make sure 
to conduct him or herself in a manner that does not offend cultural or religious sensibilities, and have 
an understanding of how culture or religion may be affecting the behaviour or responses of the 
interviewee. A lack of such awareness risks alienating the individual and/or causing them to feel 
uneasy, leading to a less effective interview. 


5.3 (d) Time and space 


y the individual. Even if there is limited time for the 
, the interviewee should not feel rushed. It is better to 
r too much ground in too little time. If there are many 

56 


interviewees to be seen over several days, each should be seen once or twice for a substantial period 
of time, rather than several shorter sessions. However, as a rule, interviews should not be scheduled 
to last more than about one and a half hours (although such a period is a luxury in many schedules), 
because after this time the interviewer, the interviewee and (if present) the interpreter, all become 
tired. It may be necessary to allow a session to overrun, for example, if the individual has almost 
completed the account when the set time is up. In a-clinical setting, the interviewer should allow 
enough time between appointments to allow for this and for sufficient time to write up his or her notes. 
It is good practice to write up the notes of each interview at the end of that session, as various 
aspects of the individuals’ accounts may become confused if the interviewer attempts to write up all 
the interviews in a later single session, and details may be forgotten. 


5.4 The interview itself 


At the beginning of the interview, the interviewer and, if present, interpreter, must introduce 
themselves and explain the purpose of the interview and about independence and confidentiality. 
There are three parts to the interview and it is for the interviewer to decide on the order in which these 
are raised, depending on the way the interviewee responds. It is essential to remember that the well- 
being of the individual is more important than the information to be gathered. He or she may want to 
discuss domestic matters before discussing details of ill-treatment, in order to settle and learn to trust 
the interviewer. 


The three parts are: 


» The present physical and psychological state, which is what an interviewee would be anticipating 
discussing with a health professional. 


= Achronological account of ill-treatment starting with the first episode of conflict with the authorities, 
which may be what the interviewee has prepared him- or herself psychologically to discuss. 


= The past, personal, family and social history of the interviewee, which forms the context of the 
experience(s) of ill-treatment. 


Some survivors of torture or other ill-treatment who have been interviewed before about their 
experiences might have developed a summary that they can recite without undue distress. For 
example: ‘I was arrested, held for five days, beaten and tortured.’ It is necessary to acknowledge this 
account and then ask for substantial details of the experience. Detail about the circumstances of 
arrest and detention help to demonstrate the authenticity of the history and may provide specific 
information of use to prosecutors. 


Some survivors of torture or other ill-treatment have had little or no education and this can lead to 
perceived contradictions or require alternative approaches to information gathering. For example, an 
individual who is not numerate may not be able to give accurate responses to questions about how 
many soldiers arrested him, or for how many days he was detained. If asked the same numerical 
question on different occasions, he may give very different answers. It is better to frame questions in 
more general terms (e.g. ‘were there a few or many of them?’). The same is true of dates, as many 
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le, ‘What was the 
rural societies do not use calendars routinely. It may be better to ask, for examp 


season?’ rather than ‘What was the month?’ 


5.4 (a) Types of questions 


Generally, open-ended questions should be used, for example: ‘Can you tell me what happened? or 
‘Tell me more about that.’ The individual should be allowed to tell his or her story with as few 
interruptions as possible. Further details can be elicited with appropriate follow-up i cigabe such as: 
‘How big was the cell?’, ‘Was there any lighting?’ and ‘How could you go to oe toilet?’ Asking mp 
many questions too quickly might confuse the individual, or even remind him or her of being 
interrogated. 


Leading questions are avoided wherever possible, because individuals may answer with what ney 
think the health professional wants to hear. This is especially important when interviewing for medico- 
legal purposes, where the testimony may be challenged in court. Closed questions, which provide the 
interviewee with a limited number of options and, particularly, list questions, can cause confusion in 
the individual and might create unnecessary inconsistencies. For example, an individual might be 
asked, ‘Were you arrested by the police or the army?’ limiting the answer to a choice between the 
two. If he or she was arrested by a special task force of soldiers and policemen working together, it 
would be difficult to give an accurate answer without appearing to contradict the health professional 
This could in turn create inconsistencies between statements [see section 4.5 (d)]. 


5.4 (b) Cognitive techniques 


Psychological research has shown that the ability to recall important incidents can be enhanced by 
using some basic cognitive techniques. Having established rapport with the individual, he or she 
should be allowed to give a free narrative about the events. The interviewer should allow the 
individual, as much as possible, the time to describe what happened in his or her own words. 
Clarification of points is permissible but not direct questioning which might break the individual’s 
recall. Only after the individual has finished his or her narrative should direct questions be asked to 
clarify points. The survivor of torture should know that it is acceptable to say: ‘I don’t understand the 


question,’ or ‘| don’t know the answer.’ When closing the interview the next Stages in the process 
should be agreed with the individual. 


The quality of the information gained can be improved by some specific techniques. Firstly, in a 
Clinical setting in which time allows it, the individual should be told to describe everything Surrounding 
the time of ill-treatment (for instance describing the events and process of being taken into detention), 
even if it doesn’t appear directly relevant to him or her. This might relate to events that could be more 


the interviewer can seek more detail by asking qu 
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reversing the order: ‘You were telling me ..., what happened just before that?’ 


Another tool is changing. the perspective, which means trying to describe the events from another 
point of view, for example if the interviewee is sufficiently well-educated the interviewer could ask: 
‘How would a tailor describe what the man was wearing?’ or ‘When you were arrested at the 
demonstration, what would a spectator have seen?’ 


It is important to remember that different cultures have different concepts of what is normal behaviour 
in an interview. In some societies it is considered polite not to look directly into the eyes of someone in 
a position of relative authority (such as an.interviewer), whereas in other cultures such behaviour is 
considered to be a sign of dishonesty. People from some cultures find constant hand movements a 
normal part of communication, whereas those from others find them distracting. Personal space 
varies between and within cultures, and what might be normal between colleagues could feel too 
close in an interview setting. This could make the individual feel anxious, and behave in a way that the 
interviewer perceives as uncooperative. 


5.4 (¢) Summarizing and clarifying 


During the interview, it is often helpful to clarify points, in order to ensure that the information is 
accurate. For example: ‘When you say that you were suspended by your arms, in what position were 
they?’ Alternatively the individual can be asked to recreate the position, but it should be borne in mind 
that doing so could provoke uncomfortable feelings or other reactions in the individual. 


At the end of each session, it generally helps to summarize the key points, to ensure that they are 
clear. This sometimes has the additional benefit of getting the individual to remember details that add 


to the narrative. 


In the event that a medical report will be produced it is good practice, where circumstances allow, to 
see the individual again once the report has been completed, to read through to him or her the 
history/narrative within the report for accuracy and consistency. This also Provides an opportunity to 


follow up any clinical problems that were identified in the interview. 
5.5 Working with interpreters 


Good interpreters, particularly those from the same background as the individual, are able not only to 
interpret the words, but also to identify and explain relevant cultural, historical and social factors as 
well as linguistic idioms to the interviewer. Beware, however, of over-reliance on interpreters, as they 
are not experts in areas outside their own field. 

Interpreters are an important part of the inquiry team. They need to be trained to work with survivors 


of torture and other ill-treatment even if they have considerable experience of interpreting in other 
contexts. Most professional interpreters have their own code of ethics. If not, they must be advised 
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that what they hear and interpret in interviews is strictly confidential. 
if they do not share a 


Professionals working with interpreters need to remind themselves that, | 
n all aspects of their 


language with the individual, the quality of the interpreter used will impact O 


interview, examination and report. 


5.5 (a) Second and third languages 


In situations where the health professional is seeing the individual in their routine practice, they will 


usually speak the same language. In situations where there are several ethnic groups within a 
country, there may be language barriers within the population. Sometimes the one will speak some of 
the other's language, or they may share a third language. The danger is that f one person's command 
of this second or third language is weak, this may lead to inaccuracies and inconsistencies in the 
report. There may also be difficulties associated with interpreters of a different ethnicity or from a 


different region from that of the individual. The accent and vocabulary might differ. 


5.5 (b) Gender and age of interpreters 


In many cases, it is necessary to use an interpreter for some, or all, of the interview. fhe issues of 
gender discussed above [see section 5.3 (b)] may be even more important in this situation as the 
interviewee may relate more to the interpreter than to the interviewer. Some individuals are less 
concerned about the gender of the interviewer than they are about that of the interpreter. Age may 
also be relevant. A young male individual may be able to discuss sexual torture with an older woman 
to whom he may relate as to an aunt, but not to a woman of his own age. Similarly, a young female 
individual may find an older man easier to talk to than one who is of a similar age to her torturer. Bear 
in mind, however, for women, having a female interviewer and interpreter is the best practice [see 
section 5.3 (b)]. 


5.5 (¢) Local and international interpreters 


When an international team makes a visit to a country it might include interpreters, or it may choose to 
employ local interpreters. There are two issues to keep in mind in such cases. Firstly it must be made 
clear to the local interpreter that he or she may be putting him- or herself into danger by working with 
visiting interviewers when documenting torture. Secondly, the individual may not trust a local 
interpreter and so not give a complete account of what happened. 


5.5 (d) Using an interpreter 


Interviewers should remember to talk to the individual and to keep eye contact with him or her even 


though there is a natural tendency to speak to the interpreter. It helps to pose questions directly to the 


first person, for example: ‘What did you do then?’ rather than indirect! 
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example: ‘Ask him what happened next.’ Observing body language, gestures and facial expressions, 
as well as non-verbal communication, is essential both to enhance the amount of information gained 
and to give the individual confidence that the héalth professional is interested in what is being said. 
Above all, it encourages the individual to believe that he or she has been heard and is perceived as a 
reliable witness. When the individual is providing a long, unbroken account, the health professional 
should pause the interview regularly to note the information. This helps the interpreter not to forget 
key points and allows the health professional to clarify points when they are still fresh in the 
individual's mind. 


5.5 (e) Family members 


As a rule, family members and friends must not be used for interpretation for two reasons. First, the 
quality of interpreting is generally inadequate, and second, there may be topics that the individual will 
not discuss in front of a family member, and therefore the risk of a failure to disclose torture is greatly 
increased. Many parents, for example, will not reveal details of their torture in front of their child. 
Furthermore, revealing such details in their presence may even lead to psychological harm for the 
child. 


5.6 After the interview 


5.6 (a) Team debriefing 


After the interview(s), if a team is working together it must meet to debrief, ideally on every day that 
members are working. This is necessary both for the mental health of team members and to maximize 
the use of information (see sections 4.4 and 4.5). 


First, those working with survivors of torture need to discuss how they feel about their work. When 
some team members admit to being distressed, it helps others who are feeling the same but are 
unwilling to disclose the fact. It also allows team members to identify colleagues who are in danger of 
burnout and who might need to take a break from the situation. 


Those working with survivors of torture and other ill-treatment need to be aware of several 
psychological pitfalls. They may idealize patients, seeing them only as vulnerable individuals rather 
than as complex personalities with good and bad aspects. Thus they may become more deeply 
involved than might be appropriate and may become disillusioned if the client-is later revealed not to 
have been completely honest. Had the professional taken a more balanced approach to the patient, 
this might not have happened. A team approach with regular peer review of cases, helps to identify 


this problem. 


Second, the interviewer may generalize in the opposite direction, seeing all those alleging torture as 


liars or cheats. Some of those alleging torture might be fabricating stories for whatever reason. Others 
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~*~ hae is not a survivor of 
may exaggerate their account but this does not necessarily indicate that the ats " n fe: 
torture. Again, a team approach with regular peer review of cases helps to identify this pro 


A third danger is that of becoming inured by either hearing similar accounts over time or hearing 
accounts of such varying gravity that one account is found wanting when pomnpareg to another. Often 
survivors of torture | 

from a particular country or context tell very similar accounts because torturers employ fairly 
consistent methods or approaches. Interviewers should be prepared for such eventualities, and 
approach each case on an objective individual basis rather than comparing it to other cases. 


The fourth danger is that of burnout. Having started with high ideals, the process of helping survivors 
of torture turns out to be slow and frustrating. The professional becomes depressed and cynical about 
the process, and becomes incapable of action. He or she should be helped to understand that the 
process is slow and that in the early stages there are few successes. The importance is for team 
members to share their feelings and experiences, and to celebrate the successes when they come. 
Where team members seem to be in danger of burnout, they need to be moved away for a time and 


receive psychological or emotional support. 


SOURCE: Michael Peel and Noam Lubell with Jonathan Beynon, Medical Investigation and 
Documentation of Torture: A Handbook for Health Professionals, Human Rights Centre, 
University of Essex, 2005, with modification. 


Available at http://www. fco.gov.uk/Files/KFile/MidtHb.pdf 
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Vi. MEDICAL EXAMINATION AND DOCUMENTATION 


Torture involves the deliberate infliction of severe physical or mental pain. Thus the examination of an 
individual alleging torture has two distinct but related parts; the physical and the psychological 
examination. Undue weight should not be given to the physical examination since this may reinforce 
the perception that in the absence of any marks or scars that torture has not occurred. 


While physical pain is a widely understood concept, reflecting the health professional's understanding 
of the physiology of pain receptors, nerve pathways and brain function, psychological pain is perhaps 
more difficult to quantify. However, by assessing levels of psychological distress and the 
psychopathological effects of specific experiences, some level of objective measurement can be 
obtained. There are, of course, individual subjective influences on both physical and psychological 
pain, but the health professional should seek to provide the highest degree of objective evidence of 
the degree of suffering. Ultimately it is for a judge to consider this and other evidence, and decide 
whether or not the threshold of torture has been crossed, but health professionals can be helpful in 
informing the courts. 


The impact of torture is always psychological, and it is usually physical as well. The concept of the 
severity of the pain must apply to the totality of the individual’s experiences. Thus to look only at the 
physical pain is insufficient. A pinprick does not generally cause severe pain, but when repeated 
regularly over a long period, with threats to use it on the genitals, or when it is implied that the needle 
is infected with HIV, the stress of the experience becomes very much greater. Being detained 
arbitrarily, without understanding why or for how long, and without recourse to challenge the detention 
can itself produce psychological distress and psychopathological effects, even without any physical 
assault. 


Medical documentation in cases where there have been allegations of torture can therefore have 
several uses. It may corroborate or refute allegations of torture. A health professional can conduct a 
physical and a mental state examination of someone who claims to have been tortured, and give an 
opinion as to whether the physical or psychological sequelae found are consistent with the allegations 
made. Also, for example, if a survivor of torture alleges that a lesion was caused by being beaten, but 
the defence lawyers suggest it was a sporting injury, an experienced health professional might be 
able to say which of the two attributions was more likely. 


A medical examination cannot usually prove torture conclusively, though it may help identify injuries 
consistent with torture. It is one part of the picture put together by the investigating authority. It cannot 
identify the perpetrator, nor tell whether the perpetrator was on- or off-duty, acting under orders or not. 
It may not even be able to determine definitively the cause of a particular injury except in general 
terms. However, when a detainee is known to have been in a good state of health at the time of 
arrest, it is then for-the detaining authorities to explain any deterioration in the mental or physical 
health during or just after the detention. 
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6.1 Background 

A health professional may be asked to examine a person alleging torture in . range of different 
contexts (see section 2.8). In all these cases it is necessary to take a systematic anneal to the 
documentation of the allegations and findings. Since any documentation may have medico-legal 
implications it should be considered as a forensic examination. This section is intondee to help aes 
professionals in this position, with little or no forensic experience. Generally, medical PAIN 
experienced at working with survivors of torture or other ill-treatment are willing to help colleagues if 
they are presented with a detailed situation and given sufficient time to respond. 


Where possible, a health professional examining a survivor of torture or other ill-treatment should 
have access to basic facilities to treat the immediate clinical problems identified, and be aware of 
other colleagues or health facilities where the person can be referred if necessary. 

6.1 (a) Medical history taking 


If possible, the individual should be asked to give a ‘chronological account of the incident(s) in 
question (see section 5.4). Sometimes this will not be possible, for example if the individual has had 
minimal education, or a degree of learning disability. A survivor who has had many episodes of 
detention and ill-treatment over the years may find it difficult to remember which episodes occurred on 
_ which occasion. In such cases it may be better to create a generic account, and then elaborate on 
those incidents that stand out. 


Other reasons why accounts might be incomplete or incoherent include: 

(adapted from The Istanbul Protocol) 
= Factors during torture itself, such as blindfolding, Grugging, lapses of consciousness 
= Fear of placing oneself or others at risk 
* A lack of trust in the examining health professional or interpreter 


« The psychological impact of torture and trauma, such as high emotional arousal and impaired 
memory 


* secondary to trauma-related mental illnesses, such as depression and post-traumatic stress 
disorder [see section 6.2 (b)] | 


* Memory impairment from beatings to the head, post-traumatic epilepsy [see section 6.2 (f)), 


suffocation, near-drowning or starvation N Protective coping mechanisms, such as denial and 
avoidance 


settings, if at all 


* Forgetfulness or confusion falling within the spectrum of normal human recall 
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These possibilities should be explored in detail. For example, the questioning of an account of loss of 
consciousness should try to differentiate true loss of consciousness caused by, for example, a blow to 
the head, from the effects of pain and exhaustion. 


The history should include for each relevant incident: 
t; The circumstances of arrest 


>. The conditions of detention 


3. Specific details of any alleged ill-treatment during detention 

a A subjective description of the person’s mental state, and any changes, during the 
' period of detention 

: A description by the individual of the acute appearance of any injuries at the time and 


how they healed 
6. (with or without treatment) 


7. Means of release or escape. 


There should be a description of the individual’s past medical history, where relevant, including 
previous experiences of trauma and any previous psychiatric history. The social background can also 
be relevant. 


if the individual has some educational achievements documented, these can be used as indicators of 
the premorbid intellectual state (the psychological condition the survivor was in prior to the trauma). 
They can then be compared with the evaluation of the individual's present level of functioning, and 
judgments can be made about changes, and any possible causation. 


The occupation of the individual is sometimes relevant to the documentation of torture because it 
might affect the differential diagnosis of any lesions. For example, someone who has worked in a 
professional kitchen may have scars from burns and scalds sustained occupationally. In such a case, 
the distribution and shape of the lesions may help to differentiate those following accidental injuries 
from those caused deliberately (although often a health professional can only say that either cause is 
possible: see section 4.6). 

Occupation can also be a marker of educational attainment, and so can be evidence of a change in 


cognitive and/or psychosocial functioning. Statements from former colleagues, or documentation of 
work appraisals, can act as corroboration of this point. 


6.2 Common pathologies 


6.2 (a) Introduction 


The examination of the individual alleging torture must be thorough but sensitive and include both a 
physical and psychological assessment. It is necessary to explain everything that is going to happen. 
The present mental state should be assessed throughout the course of the interview, with a specific 
mental state assessment as part of the examination [see section 6.3(a)]. For the physical 
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indivi ight have injuries 
examination, generally the entire body should be inspected, because the individual these “pin 
of which he or she is not aware, for example on the upper back. There bes: be scars _ g to. 
incident that the individual has forgotten, for example running into barbed wire when escaping. 


The assessment begins as soon as the health professional meets the incisal, starting bes the 
general appearance. Is he or she tidily dressed and well groomed? If not, could this be a or 
is there a more practical reason? Do his/her clothes look too big, has he/she lost some wore) aw 
does he or she respond to the health professional's introduction? Is the demeanour appropriate given 
the circumstances? Does he or she appear agitated or withdrawn? How does he or she move? Is he 
or she able to get out of the chair? Is there a normal gait? [See section 5.3 (a)]. 


The health professional should have a system to examine the patient, and it is important to ensure 
that the whole body is examined thoroughly, even where the individual does not think there are any 
marks. A neurological examination might also be necessary to evaluate motor and sensorial damage 
to peripheral nerves (see section 6.2 (i)] If the health professional is not the same sex as the individual 
undergoing examination, a chaperone needs to be present unless the patient firmly objects. The 
presence of a chaperone is primarily to ensure the dignity of the patient and address the unease of 
the individual, but can also protect the health professional from any subsequent Suggestion of 
misconduct. The chaperone should be a staff member of the Same sex as the person being examined 
and this function could be fulfilled by the interpreter if the individual agrees. Also, as mentioned above 
in section 5.3 (b) the patient should be offered the possibility to have a friend or relative present for 
Support during the examination. It should, however, be kept in mind that the presence of a friend or 
relative could inhibit the individual from revealing certain intimate details. The final decision, of course, 
rests with the patient. To preserve the person's modesty and to prevent intrusive memories of 
nakedness in detention, care should be taken not to ask the patient to undress completely, but to 
uncover only the part of the body being examined. It is helpful to observe the mobility of the joints 
when the person takes off his or her outer clothes. 


6.2 (b) Psychological diagnoses 


Anxiety and depression are common among survivors of torture and other ill-treatment. Drug and 
alcohol misuse are also seen more than in the general population, probably as a way of avoiding 
unpleasant feelings and memories. Questions must be asked about these symptoms. 


Anxiety and depression are common in this population and generally recurrent. They have 
experienced events, particularly unexpected events, that have left them fearful. Anxiety presents with 


events may happen again, may feel uneasy and nervous 
Therefore they tend to avoid Situations that might ma 


Depression presents as Sadness, difficu 


ity concentrating, tiredness and lethargy. | ibi 
rm ae , loss 
inability to enjoy things, insomnia and e gy of libido, 


arly wakening, changes in eating pattern, mainly loss of 
Pprehension and fear feelings of h 

| | Opelessness and quilt. 
When severe there may be a Preoccupation with death. thoughts of suicide and sometimes a l 
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at self-harm. 


Acute stress reactions and post-traumatic stress disorder (PTSD) are both seen in victims of torture. 
They arise as a consequence of an event that threatens death or serious injury of self or others, 
leading to a response of intense fear, helplessness, or horror. Both are characterized by a specific set 
of symptoms. While the acute stress reaction occurs immediately after a traumatic event, PTSD 


occurs after a few weeks. The criteria necessary to make either diagnosis are given in Box 2 below. 


Survivors of torture often complain of pain in different parts of their body; sometimes the description of 
the pain changes. The pain can be described as more or less intense and its location can change 
over time. Often there is nothing to find on physical examination. These are somatic symptoms and 


can be direct physical consequences of being tortured, or may be purely psychological. 


Hallucinations, especially auditory hallucinations, are not uncommon, and are not necessarily 
symptoms of psychosis. They cannot always be differentiated from the re-experiencing phenomena of 
PTSD. 


Dissociation, the feeling of being detached from one’s self, is seen in victims of torture. It happens 
when a person lives through experiences that cannot become part of his/her memory 
(autobiographical memory) because of their intense character, as can happen during torture. There is 
a breakdown in the integration of consciousness, perception and behaviour. The person may feel as 


though he or she is observing him-or herself from outside. [See also section 6.2 (c)] 


True psychosis may be identified, but before making the diagnosis, the symptoms must be evaluated 
in the individual's cultural context. For example, the person may hold ideas of being possessed or 
other forms of magical thinking, which may be culturally appropriate. A further complicating factor, 
regardless of culture, is that individuals may describe intrusive memories in a way that might appear 


to be hallucinations. 


People's Watch 67 


_ ao ne 
cen ae OR Ee 


WHO International Classification of Diseases, 10" Edition (ICD10) 


Reaction to severe stress, and adjustment disorders 3 
This category differs from others in that it includes disorders identifiable on the basis of not only symptoms and 


course but also the existence of one or other of two causative influences: an exceptionally stressful life apie 
producing an acute stress reaction, or a significant life change leading to continued unpleasant ake igs — 
result in an adjustment disorder. Although less severe psychosocial stress ( life events ) may precipi Ms i. 
or contribute to the presentation of a very wide range of disorders classified elsewhere in this ec gee 
etiological importance is not always clear and in each case will be found to depend on individual, often 
idiosyncratic, vulnerability, i.e. the life events are neither necessary nor sufficient to explain the occurrence and 
form of the disorder. In contrast, the disorders brought together here are thought to arise always as a surect 
consequence of acute severe stress or continued trauma. The stressful events or the continuing unpleasant 
circumstances are the primary and overriding causal factor and the disorder would not have occurred without 
their impact. The disorders in this section can thus be regarded as maladaptive responses to severe or continued 
stress, in that they interfere with successful coping mechanisms and therefore lead to problems of social 
functioning. : : 


F43.0 Acute stress reaction i 
A transient disorder that develops in an individual without any other apparent mental disorder in response to 
exceptional physical and mental stress and that usually subsides within hours or days. Individual vulnerability 
and coping capacity play a role in the occurrence and severity of acute stress reactions. The symptoms show a _ 
typically mixed and changing picture and include an initial state of ‘daze’ with some constriction of the field of 
consciousness and narrowing of attention, inability to comprehend stimuli, and disorientation This state may be 
followed either by further withdrawal from the surrounding situation (to the extent of a dissociative stupor - 
F44.2), or by agitation and over-activity (flight reaction or fugue). Autonomic signs of panic anxiety 
(tachycardia, sweating, flushing) are commonly present. The symptoms usually appear within minutes of the 
impact of the stressful stimulus or event, and disappear within two to three days (often within hours). Partial or 
complete amnesia (F 44.0) for the episode may be present. If the symptoms persist, a change in diagnosis should 
_ be considered. 
Acute: 
‘ crisis reaction 
* reaction to stress 
Combat fatigue 
Cnisis state 
Psychic shock 


F'43.1 Post-traumatic stress disorder 
Arises as a delayed or protracted response to a stressful event or situation (of either brief or long duration) of an 
exceptionally threatening or catastrophic nature, which is likely to cause pervasive distress in almost anyone. 
_ Predisposing factors, such as personality traits (e.g. compulsive, aesthetic) or previous history of neurotic illness 
may lower the threshold for the development of the syndrome or aggravate its course, but they are neither 
necessary nor sufficient to explain its occurrence. Typical features include episodes of repeated reliving of the 
trauma in intrusive memories (‘flashbacks’), dreams or nightmares, occurring against the persisti background 
of a sense of ‘numbness’ and emotional blunting, detachment ee 
surroundings, anhedonia, and avoidance of activities and situations re 
State of autonomic hyperarousal with hypervigilance, an enhanced 
depression are commonly associated with the above symptoms and 
The onset follows the trauma with a latency period that may range 


may follow a chronic course over many years, with eventual 


(F62.0). 


BOX 2 


People’s Watch 


6.2 (c) Memory 


Self-reports of trauma and torture are often not believed ‘or are felt to be distortions or exaggerations 


for secondary gain. Self-reported physical and psychological symptoms can also be construed as 
fabrications or exaggerations. 


However, there is evidence that cognitive disturbances can follow a range of types of trauma. Many 
torture survivors have been subjected to physical injury to the brain from blows to the head, 
Suffocation (including near-drowning), and starvation and other forms of prolonged nutritional 
deficiencies. These may lead to persistent cognitive impairment. Additionally, depression and PTSD 
affect cognition. 


Memory impairment as a result of these factors may affect the accuracy of the details an individual is 
asked to provide about his/her torture. The inability consistently to reproduce detailed and precise 
recollections about times, places and incidents can reflect negatively on the individual’s credibility. 
However, most of these factors are sufficiently well researched to allow the reasons for such 
discrepancies to be understood if they are explained properly to a court. It is the proper function of an 
expert witness to assist the court by reference to relevant research and other material within his or her 
field of expertise. | 


6.2 (c) (i) Normal inconsistencies in testimony 


When a person gives several accounts of the same incident, there are inevitably variations in the 
. description. There are several possible legitimate reasons for this. First, the individual might have 

misinterpreted what happened. For example, he or she might have been shot at while running away 

and felt a pain in the calf, which the person thinks is a bullet wound. If the lesion is too small to have 

been caused by a bullet, it might have been a piece of shrapnel. The individual could not have been 

aware of this at the time of the incident. 


Secondly, memory wanes slowly over time, and people mis-remember events, although it is generally 
the more peripheral points that are forgotten while the core aspects are preserved. Thirdly, over time, 
some aspects take on more importance in a person’s memory, while others appear less significant. 
Finally, people relate accounts according to their expectations of what their audience wants. Thus a 
doctor may be given an account with very different aspects focused on compared to the same incident 
being described to a lawyer. 


6.2 (c) (ii) Pathological processes 


Any head injury can lead to loss of episodic memory (memory of events or incidents from a person's 
past), even if there is no loss of consciousness [see section 6.2 (f)]. There will be a degree of 
retrograde amnesia (loss of memory for events immediately prior to the trauma) because the 
information stored in the short-term memory is not transferred into one of the permanent memory 
stores. There will then be some further prospective memory loss (loss of memory of the period 
immediately after the trauma) until the memory processes are functioning normally again. The period 
of memory loss is longer than the period of unconsciousness, and classically there are islands of 
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memory from periods when the individual is more alert. 


Some survivors of torture experience episodes on which they appear withdrawn and unresponsive for 


a short time, and when they return to normal they have no memory of the episode. One possible 


diagnosis is complex partial seizures [see section 6.2 (f)], but there are several possible alternative 


psychological causes (although they could co-exist with epilepsy). One of these CaNaER is panic 
attacks, although these generally last longer than a couple of minutes, and the sufferer is usually 
aware that he or she has not lost consciousness. Complex partial seizures (also known as temporal 
lobe epilepsy, TLE) have been misdiagnosed as panic attacks, and vice-versa. Brain tumours can 
mimic both syndromes. Also psychiatric problems such as depression and PTSD can interfere with 
normal memory processes. 


Absences associated with memory loss are also seen in dissociation states [see section 6.2 (b)]. 
These are psychological states which usually start during severe stress (perhaps as a psychological 
protection mechanism), and recur with memories of the incident. Symptoms can be similar to those 
felt rarely in the aura of complex partial seizures, such as déja-vu (the feeling of having experienced 
something before), mystical experiences, and awareness of the absence of thoughts. The main 
difference is that episodes of dissociation are much longer than those of complex partial seizures, 
lasting at least fifteen minutes, and normally for several hours. 


6.2 (d) Early skin lesions 


When the skin is injured it can respond in one or more of five ways: 
» Contusions (commonly known as bruises) 
* Abrasions (or grazes) 
= —Incisions (including stab wounds) 
* Lacerations (also, commonly but confusingly, known as cuts) 


» Burns and scalds. 
6.2 (d) (i) Bruises 


A bruise occurs following a blow that does not break the skin. Blood leaks from small blood vessels, 
making the area tender and sometimes boggy. If the skin and subcutaneous tissues are thin, the 
bruise becomes apparent relatively quickly and may take the shape of the weapon used, although this 
might not be obvious in darker skins. For example, a blow from a baton or heavy stick often leaves 
two parallel lines of bruising (tramline bruising) caused by the blood being pushed sideways by the 


contact. Ideally bruises should be photographed as soon as , 
ible (s | 
spread or fade. Possible (see section 6.6), before they 


When the bruise is deep the blood tracks slowly to the Surface, and it may be several hours or even 
days before anything is visible. It is often helpful in such cases to re-examine the patient a day or two 
later. In such cases the extravasated blood (blood that has been lost from the vessels) foll y 4 

planes and may emerge some distance from the Original injury, and is unlikely to be me 2a 
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example, bruising of any part of the face may appear below the eye. Thus the site of the bruise is not 
the site of the injury, but the size of the bruise could be evidence of the force of the blow. This should 
be made clear in any report. 


In older people and those on certain types of medication, clotting is impaired and bruising is much 
larger than usual. This is particularly the case in those areas where the skin is loose. In these 
patients, for example, a minor injury on the neck can result in a large bruise. Dietary deficiencies of, 
for example, vitamin C (scurvy), can cause spontaneous and widespread bruising. This may be 
evidence of neglect of detainees. Extensive bruising not explained by the history should, if possible, 
be investigated in case it is the consequence of a disease. In writing such reports consideration 
should be taken about those possibilities. 


Bruises change colour and fade over a period of hours and days as the blood pigments are 
metabolised and absorbed, but this takes a different amount of time in different parts of the body 
following a single incident. However, if there are bruises at different stages of resolution in the same 
place, this could support allegations of repeated assaults over several days. 


6.2 (d) (ii) Abrasions 


Abrasions are caused either by a blow with a blunt object or a fall onto a rough surface. Parts of the 
epidermis are rubbed away, sometimes in lines showing the direction of the impact. They are more 
likely to occur if the superficial tissues are thin, for example, over a bone. 


During the two or three days following the injury, abrasions produce fluid that crusts over. This makes 
them very susceptible to infection, which delays and distorts the healing process. Unless the 
abrasions are full-thickness, they will heal with few remaining signs, although they can leave 
hyperpigmentation [see section 6.2 (e) (ii)] or hypopigmentation. 

brasions may show a pattern that reflects the contours of the instrument or surface that inflicted the 
injury. For example, ropes can cause abrasions wider than the rope itself. When the blunt force is 
irected perpendicularly to the skin over the bony prominences, it will generally crush the skin at that 
oint. Sometimes, if there is anything between the object and the skin, its imprint may be observed on 
he skin. In hanging and other asphyxiation by ligature, patterned abrasions can sometimes be found 
n the neck. 

ometimes, survivors of torture may be thrown from moving vehicles so that they slide on the road, or 
hey may be dragged along the ground during arrest or capture. In these cases extensive abrasions 
ay be seen, and particles of dirt, sand, etc. will predispose the abrasion to infection. The same 
articles may become embedded in the skin and leave a sort of ‘tattoo’ effect that can persist for 


ears. 
cratches are caused by sharp objects that produce superficial linear cuts. Identifiable patterns of 
cratches can be seen, for example, from fingernails. 
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6.2 (d) (iii) Incisions 

incisions are caused by sharp objects like broken bottles and blades that produce a sie or oa 
deep, sharp and well-demarcated skin wound. They must be differentiated from lacerations in whic 
the skin is torn. The term ‘cut’ should never be used in a report, as colloquially the term usually means 
a laceration. 

incisional wounds have clearly defined edges and, on close inspection, it may be possible to see pee 
hairs have been cut. There are no tissue bridges. Sometimes the wound can be jagged, suggesting 
that it was not caused by a single stroke. However, because the skin stretches as it is cut, the size of 
the wound is not necessarily related to the size of the implement used. 


Small wounds and those that are supported by surrounding tissues heal at the surface, and they may 
be difficult to see after only.a few days. If the wound is in a part of the skin that is not supported, it will 
gape. Unless it is sutured or otherwise closed, it will heal from inside. 


Stab wounds are incisions that are deeper than they are wide. They should be examined carefully 
because of the risk of damage to deeper structures. 


6.2 (d) (iv) Lacerations 


Lacerations are caused by a tangential force such as a blow or a fall and produce tears of the skin. 
The wound edges tend to be irregular, and often any may be bruised or/and abraded. There might be 
tissue bridges (where the skin has not separated along the entire length of the wound). 


6.2 (d) (v) Burns and scalds 


Burns are usually caused hy dry heat, but the skin can also be scalded with very hot liquids or burnt 


with chemicals. Burning is thc form of torture that most frequently leaves permanent changes in the 
skin. 


The shape of the lesion can sometimes, but not always, reveal the shape of the object that caused the 
burn. The damage caused by heat is Proportional to the temperature and the duration of exposure. 
Burns are classified into three degrees, according to severity. 


In superficial (first degree) burns there is no permanent damage to the epidermis. They 
present as a reddening of the skin 


In partial thickness (second degree) burns some of the epidermis is destroyed and there may 


also be damage to deeper tissues. They present as moist, red, blistered lesions and are 
normally very painful 


In full thickness (third degree) burns there is complete destruction of the epidermis and 


significant Gomage to deeper tissues. They may not be as Painful as partial thickness burns. If 
the burns are widespread, there is usually death from shock and fluid loss. 


Cigarettes are commonly used by torturers to inflict pain. Most cigarette burns are Superficial and fade 
over a few hours to a few days. They tend to be circular, have a diameter of up to 1 cm. They cause 
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an erythematous (reddening of the skin) and an oedematous circle that can blister. Deeper burns are 
caused when the lit cigarette is pressed against the skin for a long time. When this happens the lesion 
is deeper and there might be a full thickness burn in the centre surrounded by blisters. If the cigarette 
is rubbed in it leaves a larger and more irregular lesion. 


Burns from hot objects tend to take the shape of the surface that caused the burn. The wound 
contracts as it heals, so the lesion may be smaller than the object. Liquids flow on contact with the 
skin, and this can leave a distinctive pattern reflecting the survivor's posture at the time of the incident. 
Scalds lose heat rapidly so the resulting lesion diminishes away from the point of first contact, 
whereas chemical burns are often more extensive. A number of lesions from scalding in different parts 
of the body are suggestive of torture. A single burn might be caused by torture but could also be due 
to an accident either at work or otherwise. A good occupational history is paramount. 


6.2 (d) (vi) Complex lesions 


Many lesions comprise areas of different types of wound. For example, as noted above, many 
lacerations are bruised and abraded at their edges. Wounds caused by broken glass may be a 
mixture of incision and laceration. , 


Bites tend to be a mixture of laceration and crush injury: 


1. Human bites, especially those that are sexual in nature, can show petechiae from sucking. 
Petechiae are obvious in the twenty-four hours following the assault. The marks from human bites 
have a semicircular shape and appear blunt. 


2. Animal bites cause deeper and sharper wounds. It is important to look for lacerations caused by the 
claws. 


6.2 (d) (vii) Interpretation 


Speculative judgements should be avoided in the evaluation of the nature and age of traumatic 
lesions since a lesion may vary according to the age, sex, condition, and health of the individual, the 
tissue characteristics, and the severity of the trauma. Fresh and old injuries can be seen together on © 
people who have a long history of torture. 


Infection, irradiation, corticosteroids, scurvy (vitamin © deficiency), diabetes, hepatic cirrhosis, 
uraemia, blood loss, cold, and shock all inhibit wound healing. Wounds heal faster in young people. 
Bruises resolve over a variable period, ranging from days to weeks. Estimating the age of bruises is 
one of the most contentious areas of forensic medicine. 


6.2 (e) Scarring 


It is often the case that a health professional will see a survivor of torture months or years after the 
incidents. In such cases the wounds are likely to have healed to a greater or lesser extent. Healing is 
influenced and often impaired by many factors that can be present in places of detention including 
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persistent, untreated infection; repeated trauma to the same area; pnd malnutrition. en i 
the examination of old injuries it is thus important to obtain a detailed history from the indivi 


acute appearance of the injury, any treatment 
received (such as sutures, antibiotics) and a description of how the pound healed = in what vainad 
frame. Such descriptions from a lay person may in themselves assist in corroborating allegations 
since they may indicate medical phenomena that a lay person would not usually be aware of Such a 
description of wound healing may also reveal elements of the detention which are also deliberately 
neglected, such as: | 

= Inadequate healthcare provision 

* Poor toilet and washing facilities 

= Insufficient or nutritionally incomplete diet. 


The commonest physical finding following the late examination of survivors of torture is scarring. Most 
is nonspecific, but some individual scars can be helpful in supporting a history of torture, as can the 
pattern of scarring. Occasionally the individual will have photographs of the acute lesions, and these 
can be very helpful in giving an opinion on the cause of the late Signs. However, before citing such © 
photographs in an expert report, it is essential to be certain of the date of the photographs, and that 
they really are of that individual (see section 6.6). 


Full thickness wounds (those that go through the epidermis) heal in one of two ways. When the 
wound is small and the edges are opposed, it heals from the top down (by primary intention). This 
tends to leave a small, tidy scar. Pockets of infection inside can become abscesses. 


If this process cannot occur, especially if the wound gapes, it heals from below (by secondary 
intention). This is a slow process and prone to infection, and will leave a wide scar. When the Original 
wound was straight, and especially if it was an incision, the scar tends to be symmetrical, with curved 
edges, and is widest at the middle (a biconvex scar). 


social background, this should be documented. 


lf a scar has suture marks around it, this should be d 


. ocumented, as this demonstrates th 
care was given. Equally it should also be noted ot meen 


if there are scars from wounds that have Clearly not 
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received medical attention, or have been seriously infected. Scars from surgery should also be noted, 
especially if it is alleged to be associated with torture, for example the removal of a ruptured spleen. 


Sometimes scars are self-inflicted in order to support a weak medico-legal case, but these are often 
apparent. Generally they are superficial and within easy reach of the dominant hand. 


Small regular patterns of scarring, particularly but not exclusively in Africans, could either be tribal 
marking or caused by traditional healers. The former are generally on the face. The latter tend to be 
multiple, symmetrical, and around painful parts of the body. However, some torturers may also 
produce small symmetrical patterns of scarring. 


Bullet wounds are rarely caused during torture but may be caused prior to arrest or during escape. 
Generally, as a bullet enters the body it leaves a small, regular wound, but as it leaves the wound is 
much larger and more ragged. The appearance depends on the distance from the weapon and its 
type. If there is an entry wound but no exit wound, it may be appropriate to arrange an X-ray to find 
out if the bullet is still in the body. A photograph or, if a camera is not available, a drawing of the 
wounds might be helpful if an expert opinion needs to be sought. 


6.2 (e) (i) Keloid scarring 


Keloids are scars that exceed the boundaries of the original wound. They are much more common in 
some skin types than others. The exact pathogenesis is unclear, but the tendency to them is probably 
inherited. Those who have a tendency to keloid will probably have several thickened scars on their 
bodies. Thus such scars are more difficult to attribute to specific allegations of torture. 


6.2 (e) (ii) Post-inflammatory hyperpigmentation 


Hyperpigmentation can follow inflammation in darker skins, irrespective of the cause. It is not seen in 
pale skins, nor in very dark skins. The hyperpigmentation retains the shape of the original 
inflammation, which can be important forensically. For example, classic tramline bruising [e.g. parallel 
lines of bruising following a blow from a baton or similar object — see section 6.2(d)] or inflammation 
from burns can leave distinctive patterns of hyperpigmentation. The increased pigmentation can last 
for between five and ten years. 


Whipping can sometimes leave lines of hyperpigmentation, especially in darker skin. These lesions 
are rarely confused with striae [see section 6.3 (d)] Striae are caused by sudden gain or loss of 
weight, so are also seen in some former detainees. They tend to be irregular rather than linear, and 
have a well-recognised distribution. 

Less regular patterns of hyperpigmentation are seen following abrasions, again particularly in darker 
skins. Tight ropes or handcuffs may leave marks around the wrists, and marks following rope burns 


can be seen elsewhere on the body where the individual has been tied up or suspended. These are 
rarely pathognomonic individually, but the locations and distribution of the marks can support the 


history of torture. 
As hyperpigmentation can follow any inflammation, any other cause of inflammation can cause a 
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e, lines of increased pigmentation that follow an irritant dermatitis from 


similar pattern. For examp hipping (although it is not 


contact with plant stems can be mistaken for similar lines following w 
unknown for victims to be whipped with irritant plant stems as a form of ill-treatment). 


6.2 (f) Head injuries and post-traumatic epilepsy 

Head trauma is among the most common forms of torture. Even repeated minor hese ama can 
cause permanent damage to brain tissues. This can in turn cause permanent physical handicap. 
Lacerations and abrasions of the head and their late consequences should be documented as above. 


Survivors of torture often report that they were unconscious at times, but it is impossible for them to 
know what happened unless they were with a reliable witness. It is necessary to try to differentiate 
between loss of consciousness following blows to the head, post-traumatic epilepsy (see below), 
asphyxiation [see section 6.3 (d)], pain and exhaustion, or any combination of these. 


Many victims of torture have suffered blows to the head, and many complain of persistent or recurrent 
headaches, whether or not they have sustained any head injury. Generally the headaches are 
psychosomatic or due to tension headache [see section 6.2 (b)]. In some cases with a history of 
repeated blows to the head it is possible to feel areas of hyperaesthesia (extreme sensitivity of 
neurological sensation) and some thickening of the scalp from scar tissue. 


Violent shaking of the upper body has been reported as a form of torture (as it has as a form of child 
abuse). Survivors complain of severe headaches and persistent changes in cognitive function. In 
these cases no injuries are visible. Shaking can lead to death due to cerebral oedema and subdural 
bleeding. Retinal haemorrhages have been noted on post-mortem examination and when seen in 
children are very suggestive of shaking injuries. 


Immediately after severe head injury there may be concussive convulsions, but these do not 
necessarily lead to epilepsy. Convulsions in the first week or so after a severe head injury tend to be 
tonic-clonic. They may recur for a year or more, but are not generally lifelong. Severe head injuries 
leading to brain lesions, specifically in the temporal lobe, can cause convulsions that start months or 
years after the incident. These latter are complex partial seizures. 


Typically (>90% of cases), complex partial seizures start with an aura (a strange feeling that precedes 
the convulsion). This is followed by an absence that can last up to two minutes. Concurrent automatic 
movements, particularly lip smacking have been reported. After these episodes there is usually a 
period of a few minutes of disorientation. Often the aura is described as a strange feeling in the 
Stomach, but it could be bizarre smells or tastes. These must be differentiated from the re- 


experiencing phenomena of PTSD [see section 6.2 (b)] where the person is always capable of being 
roused and never completely loses consciousness. 


In most countries the prevalence of epilepsy in the population is 2%. 


complex partial seizures. The cause of complex partial seizures is unknown in 45% of cases 


a events including birth events account for 3% of it. The likelihood of acquiring epilepsy after 
a head injury depends on the severity of the injury (see table). : 
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Degree of head Loss of | Relative risk of epilepsy | Duration of increased 
consciousness 


injury 


Minor < 30 minutes 1.5 (50% increase) 5 years 


Moderate < 24 hours 2.9 (three times) 


Severe > 24 hours 17.2 (17 times) 20 years 


Survivors of torture rarely have an accurate account of their head injuries, and unless they have an 
external reference, they cannot know for how long they were unconscious. One problem with 
attributing epilepsy to head trauma is that there is rarely any information about the individual's 
neurological state prior to the incident. 


6.2 (g) Fractures 


Beatings and falls can lead to fractures of bones. In the acute setting it is generally possible to 
diagnose a fracture clinically if no X-ray facilities are available. 


Fractures can be caused by a direct blow, in which case the fracture is at the site of the impact, or by 
twisting or crushing, in which case the fracture tends to be at the weakest part of the bone. The 
commonest fractures in survivors of torture are of the nasal bones; the radius and ulna (bones of the 
forearm); the carpal, metacarpal and the phalangeal bones of the hand; the ribs; the transverse 
processes of the vertebrae, and the coccyx (the bone at the end of the spine, below the pelvis). (For 
further information see The Istanbul Protocol) 


if fractures heal well, there will be no way of knowing whether the injury was caused by torture or by 
accidental causes. However, the fact that an injury can be demonstiated may be corroboration of the 
individual’s account. It can also be significant if there are multiple fractures at different stages of 
healing. If the fracture has healed at an angle, or has become chronically infected, this may support 
an allegation of inadequate treatment at the time of the original injury. If old X-rays are available, new 
X-rays (if the equipment is available) can help to determine how long ago the injury occurred. 


If a person alleges that a bone was fractured during torture and a callus is palpable, that should 
normally be sufficient to document. X-rays are unlikely to add anything. Generally, even with an X-ray, 
it is only possible to say that a bone was fractured within a wide time-frame, but very rarely that the 
fracture was caused by torture. Mal-united fractures are highly supportive of a history of torture with 
no immediate medical treatment. | 


6.2 (h) Joint damage 


Many forms of torture involve damaging joints. Indeed the word ‘torture’ comes from the Latin 
torquere (to twist) because many tortures involved distending and twisting joints. 


Suspension is a common form of torture, in which the individual is suspended by the arms or wrists. 
The body weight distends the shoulder joints, causing pain. In one variant, ‘Palestinian suspension’ 
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(also referred to as ‘Palestinian hanging’), the arms are behind the back, increasing the strain on the 
shoulder joints and often stretching the nerves running into the arms. 


Other forms of joint damage are specific to particular parts of the world. For ataathintti the knees may 
be forcibly bent baciwwards around a heavy pestle, causing permanent damage to ligaments; or the 
thighs may be forced apart, damaging the adductor tendons (tendons running from the muscles that 
separate the thighs) which may remain tender for a long time afterwards. 


6.2 (i) Nerve damage 


Many forms of torture can cause nerve damage, including stretching injuries associated with joint 
damage and physical damage from fractures and incisions. The speed of resolution of nerve damage 
is relatively predictable, so it may be possible for an expert to determine the approximate time of the 
original injury from a series of examinations over several months. 


‘Palestinian suspension’ can lead to neuropathy of the brachial plexus, especially if it has been 
prolonged. Sometimes there will be residual signs of this, and if they are still present after two years, 
they will probably be permanent. ‘Winging’ of the scapula must be looked for (by asking the person to 
push against a wall and observing the shoulders from behind). Survivors will sometimes describe 
having suffered weakness of the muscles around the shoulder associated with the loss of certain 
movements which have recovered progressively over a period of months. If he or she did not have 
access to information about the clinical processes involved, this description can be very supportive of 
allegations of torture. Often there is residual pain around the chest and shoulder joint which may be 
partially or completely physical or may be psychosomatic. 


Peripheral nerve lesions of the hands and feet may also be detected following the prolonged 
application of restraints (wires, ropes, handcuffs, etc.) to the wrists or ankles. Motor and sensory 
changes may be transient or, in cases of excessive and prolonged tightening, may be permanent. 
These lesions are sometimes known as handcuff ‘neuropathies’. 


6.2 (j) Electrical injuries 


Electric shocks have been used commonly by torturers for many years because they cause exquisite 
pain but rarely leave identifiable physical signs. The equipment can be as basic as the magneto of an 
old military field telephone or a couple of bare wires in an electrical socket to complex stun guns. 


Magnetos are generally hand-cranked devices that provide a direct current (DC) related to the speed 
at which a rotor is turned — giving an Opportunity to threaten the victim further. Mains electrical current 


Battery operated devices are portable but can still deliver a high voltage which may be alternating 


eing superseded by a ran e of devices j ing @& 
shields, remote control stun belts, and tasers, many of y ge of devices including stun 
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enforcement purposes. 


Electrical torture uses the property of the electrical current to cause pain: in the body the current 
travels along nerves and blood vessels as they are the paths of lower resistance. As the current 
travels it causes contractions to the muscles involved and severe pain. These contractions can cause 
dislocation of joints and, if the chest muscles are involved, difficulties in breathing. If the current 
passes through the heart, arrhythmias (irregular heartbeat) can develop, leading to sudden death. 
Torturers apply electricity to the most vulnerable and intimate parts of the body. Genitals and breasts 
are often targeted and the victim is threatened on his or her reproductive capacity. When the current 
involves the muscles controlling urination and defecation those can occur without the victim being 
able to exercise control. The mouth also is very sensitive and often targeted. 


Areas of reddening may persist for weeks. Occasionally the electrodes can leave small burns, 
probably from sparking. Both tend to be circular and less than 0.5 cm in diameter. These lesions may 
create hyperpigmentation [see section 6.2 (e) (ii)]. However, as these lesions are small they may. be 
difficult to find. Although non-specific, they can corroborate allegations of electric shock torture, 
especially if they are in certain parts of the body. Studies have shown distinctive changes to cells 
beneath the site of the shock on microscopy, but such investigations should only be performed if they 
are essential to the legal case. 


6.3 Order of examination 


Where circumstances make it possible, it is advisable to conduct a full medical examination of the 
patient, including vital signs and anthropometry and physical examination, documenting the lesions 
caused by ill-treatment as part of the procedure. 


6.3 (a) Psychological assessment 


Torture always has a psychological component, as well as usually being physical, anc in many cases 
the psychological state will be the most significant part of the examination. Although many 
perpetrators deliberately set out to destroy the mental stability of the survivor, sometimes the 
psychological damage is an unintended consequence of creating fear through physical abuse. Some 
of the psychological distress is caused by such issues as loss of control, losing the ability to trust, and 
a belief in the world as a just place, as well as feelings of guilt when others have been tortured as 
well. 

During the history taking, the individual’s past and present mental state should be evaluated. Ask, for 
example, about a typical day, visits to doctors, going to classes or work, and socialising. Distress may 
be visible, some individuals displaying it openly, while others attempt to keep it in check, often to the 
point of presenting in a rather detached manner. 

Torture has variable effects on people because the social, cultural and political contexts vary widely 
(see above). Outcomes can be influenced by many interrelated factors that include but are not limited 


to the following: 


= Circumstances, severity and duration of the torture 


=» Cultural meaning of torture/trauma and cultural meaning of symptoms 
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» Age and developmental phase of the individual 
= Genetic and biological vulnerabilities of the individual 
= Perception and interpretation of torture by the individual 
» The social context before, during and after the torture 
= Community values and attitudes 
» Political factors 
» Prior history of trauma 
= Pre-existing personality 
= Alcohol and/or drug misuse. 
The psychological assessment of a survivor of torture, like all clinical assessments, is of two parts. 


Firstly, there needs to be a systematic discussion of symptoms, including sleep disturbances, 
behaviour changes, and mood. Some of these elements may be corroborated by family members or 
those sharing accommodation. Secondly, the health professional must be aware continually of the 
individual’s demeanour, and how it changes when particular topics are discussed. Thus it is possible 
to get a degree of objectivity in the psychological assessment. 

Most survivors of torture describe a range of psychological symptoms, although they may not perceive 
them as medical problems. Psychosomatic symptoms are particularly common, but many survivors 
come from cultures where the Western concept of the mind/body split does not exist. The symptoms 
include sleep disturbances, particularly lying awake worrying, then waking with nightmares when they 
do get to sleep. Sometimes it is difficult to differentiate between nightmares and intrusive memories. 
Feelings of depression and anxiety are common, although they can be a consequence of post-torture 
or non-torture experiences such as becoming a refugee. There may be changes in behaviour to avoid 
stimuli that remind them of the trauma. It is rarely possible from the symptoms described by the 
individual to establish the original trigger. 


Torture does not always produce persistent psychological problems. Thus, in the same way that 
survivors of torture can have no identifiable physical problems, if an individual does not have mental 
problems, it does not mean that torture has not occurred. When there are no physical or psychological 
findings, this can neither support nor disprove someone’s allegations of torture. 


The psychological impact of ill-treatment depends very much on the prior awareness of the individual. 
Someone who is politically active might be able to undergo substantial torture without necessarily 
developing persistent psychological symptoms because he or she could have anticipated the 
experience, and put the episode into a personal and political context. However, someone who was 
arrested simply as a result of being in the wrong place at the wrong time might not suffer much ill- 


treatment, but could still be devastated by the experience, because the incident was not anticipated 
and the person was not sustained by a political ideology or religious faith. 


One aspect of torture that makes it harder to cope with is the complete unpredictability of events. 
Some perpetrators deliberately change routines so that Survivors never know what to expect. The 
opposite approach is also used, of torturers assaulting the victims at exactly the same times oneks day 
The same symptoms probably occur in survivors of torture from ev | 
torture has unique social and political meanings for each indi 
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individual's ability to describe the experiences, and the impact that the torture has inflicted on them 
psychologically. Thus the symptoms that the health professional is seeking might not be the 
symptoms that concern the individual the most, and he or she might not interpret them in a biomedical 
manner. For example, intrusive memories may be interpreted as a supernatural experience. Therefore 
the health professional's inquiry has to include the individual's beliefs about their experiences and 
meanings of their symptoms. 


The mental state exam begins the moment the health professional meets the subject. The interviewer 
should make note of the person’s appearance (such as signs of malnutrition, lack of cleanliness), 
changes in motor activity during the interview, use of language, presence of eye contact, and the 
ability to relate to the interviewer (see Box 3 below). 


Brief mental state exam 


e ‘Appearance - self, clothing, marks 

e Behaviour on observation (e.g. does s/he look perplexed) 

e Look and smell for signs of alcohol, drugs, disease 

e Assess speech - form, content, flow 

e Mood, subjective as the patient defines, objective (affect) as the clinician observes 

e Thought processes (delusions, obsessions, ideas of helplessness, morbid ruminations, etc) 

e Perception, illusions and hallucinations (auditory, visual, olfactory and somatic) 

e Cognitive function (i.e., orientation, time, place, person, short-term and long-term memory) 
e Insight (how aware the patient is of his or her psychological problems) 


BOX 3 


Interpretation of the clinical findings is a complex task. The following questions will help reach 
conclusions (adapted from: The Istanbul Protocol): 


:P 
2. 
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Are the psychological findings consistent with the alleged report of torture? 


Are the psychological findings expected or typical reactions to extreme stress within the 
cultural and social context of the individual? 


Given the fluctuating course of trauma-related mental disorders over time, what is the time frame 
in relation to the torture events? Where in the course of recovery is the individual? 


What are the co-existing stresses impinging on the individual (e.g. ongoing persecution, forced 
migration, exile, loss of family and social role)? What impact do these issues have on the 
individual? 
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5. What physical conditions contribute to the clinical picture? Pay special attention to head injury 


sustained during torture and/or detention. 


6. Does the clinical picture suggest a false ailegation of torture? 


6.3 (b) Upper limbs 

Small wounds to the backs of the hands can be caused by punching or being hit. Wounds on the 
backs of the forearm could be defence injuries. The inside of the non-dominant forearm is the usual 
location of self-inflicted wounds. [See also section 4.6(a)]. Superficial abrasions or reddening around 
the wrists could have been caused by tight handcuffs or cords. At a later stage there is often hair loss 
and there may be hyperpigmentation [see section 6.2 (e) (ii)] 


Finger and toe nails can be extracted or crushed during torture, but the late appearance is normally 
indistinguishable from infection or innocent trauma. Vaccination scars should be noted to ensure they 


are not attributed to ill-treatment. 
6.3 (c) Head and neck 


Lesions on the face are particularly distressing for survivors of torture because they are a frequent 
reminder of the episode. Most traumatic scars on the face tend to be relatively small, and scars from 
acne and chickenpox, and tribal markings, must not be mistaken for them. 


Lesions are common over bony points, especially the eyebrows and the cheekbones. These may be 
associated with a fracture of the malar bone (cheekbone). Subconjunctival haemorrhages (bleeding 
seen in the white of the eye) should be noted. Sometimes victims of torture complain of soreness in 
the eyes after a history of long detention in dark cells; on examination mostly only redness of the eye 
is apparent. 


Bruises and scars in the scalp can be difficult to find, especially if the hair is thick. Bruises will 
normally be tender to touch. Broken or missing teeth are often shown by individuals as evidence of 
assault, but where the general oral hygiene is poor this usually makes this sign unhelpful. Petechiae 
of the palate may be evidence of forced oral intercourse (see section 6.4). Slaps to the ear can 


sometimes damage the eardrum. However, the finding of scars of the tympanic membrane (eardrum) 
does not exclude childhood infections. | 


6.3 (d) Chest, back and abdomen 


Lesions on the trunk, as in all parts of the body, can be accidental or self-inflicted, or a consequence 
of torture. The late effects of whipping and beating with sticks can include 
as well as scarring. Sometimes torturers embed small pieces of metal ji 
through sticks, and these can leave a distinctive appearance. 


lines of hyperpigmentation 
n whips, or hammer nails 


Striae distensae (stretch marks) are. most common on the abdomen (especially after pregnancy), the 


are hypopigmented lines in which the skin 
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Survivors of torture frequently complain of non-specific pains, and the chest is a regular site for them. 
On examination there is rarely anything significant to find, except perhaps some tenderness of the 
chosto-chondral joints (joint between the rib and the sternum (breastbone)). The pain is often helped 
by sympathetic physiotherapy. Patients with acute rib fractures should be examined thoroughly to 
ensure that there is no damage to underlying tissues. 


Back pain is also common in survivors of torture, and there may be some local tenderness in the 
lumbar spine. However, these findings are non-specific and common in the general population. 
Fractures of the vertebral pedicles (the parts of the vertebra going away from the main body) may 
result from direct blunt force and in some instances radiography of the vertebrae may indicate recent 
or healed fractures. 


Partial asphyxiation is very frightening for the victim and torturers have used many methods of 
causing it. These include putting plastic bags or other sealed objects over the head, holding the head 
under water, and forcing objects into the mouth, such as a wet cloth. Sometimes chilli pepper, petrol 
Or sewage are added. Victims can be exposed in a confined space to smoke or tear gas. Many 
Survivors will give an account of a persistent dry cough for a few days or weeks afterwards, probably 
as a result of inhalation pneumonitis (inflammation of the lungs). Some survivors say that they have 
been asthmatic since such an incident, but it would be very difficult to demonstrate causation. 
Examination of the lungs, and respiratory function tests are usually normal. 


Incision wounds to the abdomen can be mistaken for surgical wounds, including those from surgical 
drains, and vice versa. If the wound was not sutured properly, this increases the likelihood of it not 
having been made surgically. The location of the wound is always helpful. Renal failure due to crush 
syndrome may be seen acutely following severe beatings, severe burns and electrical torture. 


6.3 (e) Lower limbs 


Scars on the knees and shins are common in many people, especially those who have played contact 
sports. Thus lesions in this part of the body can rarely be significant, though they might be consistent 
with allegations of torture (see section 4.6). Additionally, tropical ulcers in childhood can leave large, 
irregular scars primarily around the lower legs. Lesions on the upper thighs and particularly those 
inside the thighs are much more important, as they are less likely to be the result of disease or 
accidental causes. ; 


Falaka (beating of the feet) is a common method of torture, particularly around the Mediterranean and 
in the Middle East. Survivors will usually describe painful, swollen feet for days or weeks after the 
torture. Some will describe pain on walking several years later, or burning pain in the foot radiating up 
to the calf or even the thigh in bed at night. There may be some tenderness of the sole of the foot on 
palpation. However, the recognized syndromes of permanent damage to the foot probably only occur 
in those whose feet were beaten most severely. 


6.4 Sexual assault 


Sexual assault is probably common worldwide as a form of torture, but less widely discussed. 
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Perpetrators generally claim that torture is necessary to gain int Cnreaer but sexual te ae " 
motivation more to debase, humiliate and intimidate, not only the victim, but often the family an es 

the wider community. Survivors of sexual assault are often unwilling to etinniatnts the mee ONE “i 
many cultures victims are blamed, even though they were powerless at the time of the incident. This 


makes it even less likely that they will testify against their torturers. 


All forms of torture include an element of humiliation. Although far fewer women than men are 
detained, those women who have been tortured in detention are disproportionately likely to have been 
sexually abused and raped. If there has been no other torture, this can be very Gimme tO document, 
as the opinion may have to be based on the demeanour of the woman and her description of what 
happened to her and of her psychological symptoms. As many as 25% of all male survivors of torture 
have been sexually assaulted. If there are conclusive physical signs from other forms of torture, a 
survivor may not disclose sexual abuse. It is necessary to be sensitive to this during the history taking, 
as it is important for a health professional treating the individual to be aware of it. 


Children may also be victims of rape and sexual assault. Even older children may be unaware of what 
happened to them, and may not be able to give a coherent account of their experience. Using 
drawings and, if available, dolls may help them explain where they do not have the necessary 
language or understanding. It is even more important that the examination is by someone who is 
experienced in this field. 


Sexual abuse often occurs in the context of detention and ill-treatment. Several patterns can be 
identified. In one, the genitals are treated like any other parts of the body and they are assaulted with 
the rest of it with the aim of hurting. Giving an electric shock to the genitals is just another way of 
Causing severe pain. 


In another pattern, particularly in societies where extramarital sexual activity is taboo, the victim will be 
criticised for the sexual act, even if it was perpetrated when he or she was unconscious. This in itself 
is an obstruction to disclosure, and a threat by the perpetrator to publicise the rape can itself be very 


harmful. Sexual assault and rape are intended to add to this by maximising the humiliation as well as 
- the pain of the torture. 


A third pattern is where detainees are treated like prizes. The guards, often drunk, abuse and rape the 
detainees. Although such activity is said to.be the guards acting for their own gratification, it is often 
systematic and widespread and part of the humiliation of the detainees. 


Sexual assaults can be categorised as: 
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* Assaults to the genitals 

* Electric shocks to the genitals and anus 

* Forced sexual acts on themselves or on/with others 
* Object inserted into the vagina (in women) 

* Object inserted in the urethral meatus (in men) 

« Qbject inserted through the anus 

* Penis forced into the mouth 

« Penis forced through the anus 

« Penis forced into the vagina (in women) 


The term ‘rape’ always means the last of these, but in many jurisdictions it can mean one or more of 
the others. Thus if the term is used, the act should also be specified. 


Following the above, when examining an individual who may have been sexually assaulted, the health 
professional should be aware of and sensitive to the particular unease that the individual is likely to be 
experiencing, and should take note of gender and culture considerations and the use of chaperones 
[see sections 5.2 (b), 5.3 (b), 5.3 (c), 5.5 (b), 6.2 (a)] 


6.4 (a) Examination of women 


Lesions on the breasts, particularly from bites, should be enquired about in women who have been 
sexually assaulted. When the legs are examined, the inner thighs Should be inspected thoroughly. 
Where women have had their legs forced apart, there may be finger bruising, scratches, cigarette 
burns, incisions and other wounds, or their late consequences. | 


The vaginal examination is generally the last part of the physical examination. The doctor must seek 
specific consent prior to a genital examination, even if consent for the physical examination has 
already been given. Prior : 


notice of an intention to conduct a detailed physical examination that may include a genital 

examination could be reassuring to the person and help her to give informed consent. A clear, 

unambiguous explanation of the reason for the genital examination should be given while the victim is 

fully ciothed. Rape victims in particular may feel disempowered, and may feel that they cannot refuse 

a request from the doctor, who should make every effort to ensure that any consent given is real and 
“informed. 


If the Victim refuses consent, the doctor should record any relevant observations on the victim's 
demeanour, such as embarrassment or fear. It is unwise to draw conclusions about a refusal to 
consent to genital examination. Lying prone on an examination table, exposed and with legs apart in 
front of a relative stranger, can trigger powerful recall of the rape. The victim may be anxious, and 
shame can be profound, making genital examination unacceptable to her. 


lf informed consent is obtained, the woman should be made at ease, reassured and explained the 
procedures that are going to be performed. The genitals should be inspected for the presence of a 
hymen, the likelihood of having been pregnant, and evidence of genital mutilation. Is there vaginal 
discharge or tenderness, or spasm of the vaginal muscles? 
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lf the woman is being examined shortly after the rape, it is important to discuss mee Ee 
and emergency contraception, and however long has passed since the assault, opens oe A 
diseases (especially gonorrhoea, chlamydia, syphilis and trichomoniasis) and oO a. 
diseases such as Hepatitis B (HBV) and HIV must be considered (see below), and treate a 

present if the necessary facilities are available. If rape occurred within the previous seventy- 
hours, consideration must be given to the administration of post-exposure prophylaxis (PEP) of anti- 
retrovirals (ARVs) for preventing infection by HIV and this depends on a detailed assessment of the 
nature of the sexual assault. The risk of infection with HBV should be assessed and the need for 


immunization determined. 


Some women are raped persistently over a long period which increases the likelihood iat they will 
become pregnant; in some cases they are then detained until it is too late to consider tornninaiion of 
pregnancy (if that would otherwise be an option). In such cases routine ante-natal OXEENIAS 
should be performed including, if possible, ultrasounds. This will enable the time of conception to be 


estimated. 
6.4 (b) Examination of men 


As for women, the men’s genitals are best examined last. The skin of the male genitals is tough and 
wounds are an indication that considerable force has been used. Wounds then heal with relatively 
small scars. It is therefore necessary to examine the area thoroughly if there is a history of injury, or if 
electricity has been applied through clips. As for women, the insides of the thighs may also have been 
injured. 


Men who are sexually assaulted in detention may develop an erection and sometimes ejaculate. This 
is often quite distressing. It can be a physiological response to stimulation of the prostate following 
anal penetration, and/or a consequence of emotional arousal from anger, fear and pain. Survivors 
should be reassured that this can happen to any man irrespective of his sexual orientation. 


As with sexual assault of women described above, male victims of sexual violence also need to be 
assessed for prophylaxis of sexually transmitted diseases, Hepatitis B and HIV. 


6.4 (c) Perianal examination 


The examination of the patient alleging sexual torture is not technically different from a general 
anogenital examination. The essential aspect, even more than for other medical purposes, is to gain 


the confidence of the individual. By this Stage the health professional will have already completed an 
interview and general physical examination. 


Following a more general history, questions should be asked about urinary function after the 
episode(s). Some survivors of torture described haematuria for a median of two days, mostly after 


into the anus, including anal rape, th 
these symptoms do not normally last for more than about two weeks. 


Generally, visual inspection of the anogenital r 


gion is sufficient to find scarri 
the skin. The focus of the examination will dep Carring and other lesions of 


end on the history. 
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Anal rape or objects pushed through the anus in either sex can sometimes lead to scarring. Scarring 
from haemorrhoids or anal fissures is seen in a proportion of the general population, but may also 
relate to constipation due to a poor prison diet. If a health professional sees scarring in an unusual 


part of the anus, or scarring that is bigger than commonly seen following anal fissures, this should be 
emphasized. 


It is best to examine the anus with the patient lying on her or his left side. The buttocks can be 
separated gently to see if there is any perianal scarring. It is only necessary to check the tone of the 
anal sphincter if the survivor has been anally raped repeatedly. If the survivor had persistent bleeding 
after an object was pushed through the anus, there may be scarring of the rectal mucosa and this can 
be looked for by proctoscopy. 


Following rape, the possibility of sexually transmitted diseases should be considered and local 
protocols followed. If there is any possibility of the perpetrator being prosecuted, air dried internal and 
external anal swabs can be taken up to five days after the rape, even if the survivor has defecated, 
and ‘stored for DNA testing. 


6.5 Investigations 


The use of clinical investigations of allegations of torture may take two forms. First, health 
professionals who examine a survivor of torture during their routine practice may need to conduct 
investigations as part of their therapeutic role. While these investigations are primarily part of the 
diagnostic and treatment process, they may 


well serve as forms of documentation that can be referred to later. The second form of investigation 
may be that which is carried out during the course of an examination dedicated to the medical 
documentation of torture. The latter investigations aim specifically at the production of medical 
evidence that may corroborate or rebut allegations of torture. | 


The investigation of allegations of torture will depend on several factors. First, the resources available 
might be limited in some resource-poor countries, and it would be unethical to divert valuable Clinical 
resources for medico-legal purposes. However, the results of investigations such as X-rays taken for 
clinical purposes can be important pieces of evidence. | 


Second, the nature of the investigations will depend on the level of proof necessary for the situation. 
Unnecessary X-rays, for example, increase the radiation exposure of the individual and of the 
community and should be avoided. Only if such investigations are likely to make a significant 
difference to the case can they be justified. 


Additionally, some survivors will have been tortured using, for example, electric shock devices, and 
being examined using medical equipment might trigger intrusive memories. 


Where investigations are indicated, and the individual consents, possible investigations include X- 
rays, ultrasound, CT scans, MRI, and scintigraphy. Studies have also shown pathognomonic changes 
in skin biopsy for several months following electric shocks [see section 6.2 (j)] In many of these cases, 
the findings wane after about a year, and it must always be emphasised that negative findings after an 
investigation cannot be construed as evidence that the alleged torture did not occur. 
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6.6 Medical photography : 
One helpful tool in the documentation of physical assault is photography. It may be possible he as 
experts elsewhere to comment on photographs if there is no local expertise available to in erp 
them. Those interviewing in custodial settings may not be permitted to use such equipment, but it can 
sometimes be negotiated with the detaining authorities. 


When working with a person who is alleging recent torture, it is very helpful to be able to document 
the injuries as quickly as possible, before any change occurs. Any photographic equipment can be 
used to capture a wound in the first instance and more photographs can be taken later, with a better 
camera if possible. 


The subject of clinical photography must consent to having the pictures taken and agree about how 
the photographs will be stored and used. 


The first photograph should show the individual clearly with, if possible, the lesions visible to allow 
identification in court if necessary. The front page of a recent newspaper (or other object of verifiable 
age) can demonstrate that the photograph was not taken prior to that date. If there are date and time 
settings on the camera, these should be used correctly. There should always be an indicator of scale 
for close-up images. A tape measure is best but, if necessary, any well-known object of standard size 
can be used, such as a 35mm film canister or a coin. In photographs taken using the camera's built-in 
flash, wounds tend to be obscured. It is better to work in daylight or to use background lighting. 


Digital cameras allow many photographs to be taken using different angles and lighting conditions and 
the best produced as evidence, although every image taken should be stored securely (for example, 
on a secure computer, with password protection). Films can also be useful as courts have not 
generally agreed how digital images should be treated as evidence. Digital images and scanned prints 
can be useful as they can be e-mailed to experts for an opinion. If necessary they can be cropped and 
enlarged, but the original version must always be retained. Further interference must be avoided as 
allegations of manipulation are difficult to refute. 


Available at http://www. feo. gov.uk/Files/KFile/MidtHb pdf 
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Vil. VISITING PLACES OF DETENTION 


7.1 Why visit places of detention? 


Visits to places of detention are seen as one of the cornerstones of the prevention of torture, firstly 
since they can have a direct deterrent effect, and secondly because the members of a visiting 
team can directly observe, document and report on the conditions of detention and treatment of 
detainees. Visits serve to break down the idea that prisons and other detention places are ‘closed 
institutions’, and thus to increase the transparency of their functioning. 


A third but no less important role of visits is the psychological support that they may bring to the 
detainees. This support is not through therapeutic procedures, but often the mere presence of 
someone from outside who acknowledges the existence of the individual and thus provides a link 
with the outside world is of value. Visiting a place of detention may also facilitate the re- 
establishment of contact between the detainee and the family, or between the detainee and a legal 
advisor or other external source of support or assistance. 


7.1 (a) Places and stages of detention prone to torture 


As described in earlier sections, the most common period for torture to occur is during the phase 
after initial arrest. Thus torture more commonly occurs in the hands of security forces (police, 
gendarmerie, military etc.), in short-term places of detention, which may be official, recognized 
places, but which are sometimes also unofficial or secret places of detention. Visiting teams may 
have little or no access to these places, or if access is granted, detainees may be moved or hidden 
before the team arrives. 


Access is often more likely to be granted to regular prisons, where detainees who are under-trial 
(on remand) and prisoners who have been convicted, are held. In these prisons, the visiting team 
and those detained may be more concerned with the conditions of detention and other issues such 
as fundamental judicial guarantees. However, it is important to keep in mind that especially in 
remand prisons, detainees who have undergone torture and other ill-treatment in a previous place 
of detention to which the visiting team may have no access, may well be present and the 
circumstances and events of the ill-treatment can still be obtained through detailed interviews with 
the individual. A picture of the layout of the place where torture took place, the general conditions, 
food, hygiene, medical care and specific methods of ill-treatment can be built up through cross- 
checking with as many individuals as possible who have passed through the same place 


7.1 (b) Constraints on documentation during visits to places of detention 


Visits to a place of detention do not usually provide the ideal conditions for documenting 
allegations of torture or other ill-treatment which have been described in the previous sections. 
This is most commonly related to constraints on time that can be spent inside a prison and the 
number of prisoners who are present. The fears and concerns of the prisoners (for example, of 
reprisals, of interviewers maintaining confidentiality etc.), the near-by presence of guards or indeed 
of other prisoners, may also inhibit them from talking. Although, at first glance, it would appear that 
conducting interviews under such controlled conditions as prisons would seriously impede the 
process, it is often the case that detailed and useful information can be obtained after carefully 
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interviews, and how the 
identifying the team, their organization, the aims and purpose of the inte 


information will be used 


7.2 What to assess in a place of detention? 


As described in Chapter |! of this Handbook, in describing or determining what Is peere and — 
ill-treatment it is important to stress that these terms apply not only to the treatment vinatie wich 
an actual interrogation session, but may also cover the general conditions am een which 
people are held. If the conditions of detention are deliberately harsh with a bien a tg 
suffering to the individuals, or there is simply wanton neglect of the basic necessities for daily life, 
then this may in and of itself amount to cruel, inhuman, degrading treatment and/or even torture. 
Particular forms of detention, such as prolonged use of solitary confinement, may in themselves be 
a form of ill-treatment. 


7.2 (a) General conditions of detention 


Establishing an accurate picture of a place of detention is a question of compiling information from 
_ three main sources: the prisoners, the authorities and one's own observations. It is important to 
document not only specific physical and psychological methods of interrogation, but also the living 
conditions, including hygiene of the premises, access to and quality of food and water, access to 
personal hygiene, including toilets and the state of the facilities, and access to health care. It is 
clear that poor general conditions of detention, particularly poor nutrition, poor medical treatment, 
exposure to insects and other vectors of disease etc, may all lead to physical as well as 
psychological symptoms and signs. It is well documented that the prolonged use of isolation can 
lead to specific psychological as well as some physical sequelae 


7.2 (b) How much time to allow for visits 


The depth of the information that th«: visiting team is able to gather depends partly on the type of 
place being visited, the size and < ‘= of the visiting team, and the amount of available time. 
Commonly, police stations hold smaller numbers of detainees in small facilities, and thus a visit 
may be conducted in a day or less. On the other hand, prisons in different contexts may hold as 
few as fifty prisoners or up to several thousand and a visit may need several days. 


For a large prison, careful planning of the objectives of the visit, division of the tasks and selection 
of individuals to talk to will have to be made. In visiting places of detention where individuals may 
actually be subjected to ill-treatment (interrogation centres, police stations, military and 
paramilitary camps), the visiting team should not press the detainees too much for information, 
since they will usually be extremely fearful of reprisals in the event that they are seen to have 


detention. 
7.2 (c) Documenting specific methods of torture or other ill-treatment 


As well as documenting the conditions of detention it is crucial to document specific methods of 
interrogation that may variously be used on individuals. It is important to understand that the 
methods used may be physical or Psychological or more usually @ combination of both. In man 

cases, it is a combination of methods (whether physical, Psychological or both) which wi 
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collectively seen as torture or other ill-treatment. The length of time over which an individual is 
Subjected to certain treatment may also affect the determination of whether this is torture. Again, 
for these reasons, it is important to document as accurately and completely as possible all the 
events to which an individual was exposed, and their consequences, and not be overly concerned 
at this stage about legal thresholds or definitions. 


If the allegations of torture relate to a place of detention previous to the one where the interview is 
being conducted, the same detail of information on conditions and specific methods of 
interrogation should still be collected. 


The same methodology as detailed in the previous sections of this Handbook should be applied, 
but the constraints of the location (within a prison or even a police station) and time will mean that 
the team will have to abbreviate much of the process. Nevertheless, the team should obtain a 
description of the conditions of detention, in particular the cell, block or barrack where the person 
was held, noting any degree of over-crowding present, and other elements such as the bathroom 
and toilet facilities, amount of time allowed outside of the cell: the frequency, quantity and quality 
of food and water; the level of health care available. When describing elements such as bathing 
facilities and health care, it is not enough simply to describe the structures, it must also be 
ascertained how the person accessed these facilities and what barriers there were to such access. 
For example, there might be discrimination of access to health care, food or even exercise for 
some minorities, foreigners or political groups. 


Then, in relation to interrogation, there should be a description of the methods (physical or 
Psychological), the immediate or acute effects on the person, any medical (including 
psychological) treatment received at the time and the immediate healing or recovery phase 
following the events. Then the health professional should ask about any lasting or chronic physical 
Or psychological disturbances which may be related to the previous detention and any further 
medical, psychological or psychiatric care and how this has affected the evolution of any 
symptoms. This should be completed with a brief physical examination focusing not only on the 
systems that relate to the person’s symptoms, but also those systems in which the health 
professional would expect to find Signs that would relate to the detention or interrogation 
described. There should also be an abbreviated mental state examination, but many elements of 


this can be noted during the course of the interview itself. 


7.3 Composition of the visiting team 
The monitoring of places of detention can take place at both a national and an international level. 


The composition of the visiting team may vary, and depends partly on the mandate of the team. 
From the above description of what to assess, it can be seen that 'health', in the broad sense of 
the term, is a crucial aspect for assessment. Thus a doctor should ideally form part of the team, 
but certainly where the documentation of individual survivors of torture is likely. 


When the team is composed of international members it will usually be necessary to use 
interpreters. In order to ensure confidentiality, and to build trust with the prisoners it is preferable to 
use expatriate interpreters who may also be able to assist with providing background cultural and 
contextual information to the team (see also section 5.5 on working with interpreters). If, during a 
visit where no interpreter is present, it becomes apparent that a prisoner needs to be interviewed 
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w prisoner to 
via an interpreter, the prisoner him- or herself should be asked to choose a fellow p 


' ters the 
assist him. The team should always keep in mind that in using fellow prisoners - me me ae 
may relay confidential information to third parties and so should always exercise Ca 
doing so. 

‘ay visitors’ (often only with access to prisons); 


National visiting bodies may include a system of | ee 
s Commission; parliamentary commissions; 


the Office of the Ombudsmen or National Human Right 
independent NGOs etc. 


International visiting bodies may cover specific geographical regions, or may be able to conduct 


visits around the world. The European Committee for the Prevention of Torture (CPT) has a 
mandate to visit places of detention (which include not only prisons and police stations, but also 
institutions such as psychiatric hospitals, homes for the elderly, orphanages etc.) throughout 
Europe, even in the absence of any complaints or allegations. The International Committee of the 
Red Cross (ICRC) has a mandate to work in areas of armed conflict across the globe and to visit 
places of detention (military camps, police stations, interrogation centres, prisons etc.) in these 
contexts. In the case of international armed conflict the ICRC has a right to visit both prisoners of 
war (POWs) and civilians who are interned; that is, states are obliged to allow access. In the case 
of non-international armed conflict or even situations of internal unrest in a country, the ICRC can 
offer its services to visit people deprived of freedom, that is they may only visit places of detention 
with the permission of the state authorities, which many states do indeed grant. The aim of visits in 
all these contexts is to prevent or end torture and ill-treatment, disappearances and extrajudicial 
killings, as well as to address the overall conditions of detention, including health care. 


The Optional Protocol to the United Nations Convention Against Torture (OPCAT) incorporates a 
dual system for the prevention of torture through the establishment of both international and 
national bodies to visit places of detention. Both categories of monitoring mechanism should 
include a doctor as part of the team 


7.4 Safeguards for visits 


Effective visits to prisoners for the purpose of documenting torture depend upon certain conditions 
and guarantees, without which they should not be attempted. It is essential in any visit to prisoners 
to be able to interview all persons concerned, and who freely accept to be interviewed, in 
conditions of safety and privacy. Non-adherence to these conditions could further compromise the 
safety of those interviewed. Wherever feasible the visiting team should choose the location in 
which they wish to interview individuals, and choose for themselves which prisoners they wish to 
meet. Additionally, the team or others on their behalf, should be able to repeat the visit at a date in 


the future in order to check that no reprisals have taken place, and that all the prisoners are 
accounted for. 


7.4 (a) Choosing which prisoners to talk to 


It is clear that in most prisons it will be impossible to interview each and every prisoner, and thus 
the team should select a sample of prisoners. There is no single formula for sampling of atdonere 
but during the tour of the prison the team should look out for certain individuals such as the 
obviously sick, the quiet withdrawn individuals, prisoners who appear particularly young or old 
There may also be prisoners from particular sections of the prison that the team iaihes to 
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interview, such as those in punishment cells/solitary confinement, the women's section, the 
juveniles’ section, those in the prison hospital etc. If the team has a good knowledge of the 
patterns of torture in the country and knows that particular police stations or interrogation centres 
are responsible, the team might select those prisoners who have passed through these places, or 
who come from those particular regions or towns (although care must be exercised since this may 
Clearly indicate to the authorities the purpose of the interviews). Equally the team may decide to 
interview a number of prisoners who have arrived in the prison within the last month. In so doing 
they can be asked about their time in the prison as well as events in any prior places of detention 


7.4 (b) Privacy of interviews 


Some security measures on the part of the authorities are to be expected, but the privacy of 
interviews is paramount both for gaining trust and for obtaining reliable information. If the 
authorities insist on the presence of guards, they should be out of hearing range of the interview. 
Moreover, the privacy of the interview must also preclude the presence of other prisoners, since it 
is feasible that other prisoners may inform the authorities on the content of any discussion! 
Generally, if the interviews are being conducted in a secure location within a prison, then the use 
of restraints (handcuffs etc) should not be accepted by the visitors. Certainly where any medical 
examination is concerned this should not be conducted with the person in any form of restraints 
[see section 3.2 (f)] 


7.4 (c) Informing and obtaining consent from prisoners 


_ Information about conditions in custody may be sensitive, and information regarding torture may 
be even more sensitive, at least where the prisoner is still being held in the place where the torture 
occurred; so prisoners may be reluctant to reveal such details. Visitors should not assume that 
prisoners will necessarily trust them. Conversely, some prisoners may have an exaggerated 
perception of the powers of the visiting team (since they have obtained permission from the 
government to enter the place of detention which is barred to most outside organisations). Often 
this translates to a feeling that the visiting team can protect the individual against any future harm, 
including any harm that may result from raising complaints about their current situation. In some 
cases the prisoner may think that the team can get them released. 


Thus, from the outset, it is vital to explain the purpose, mandate and limitations of the visit and 
obtain the consent and co-operation of the prisoners, which can be facilitated by the production of 
booklets or leaflets and 


so on. The visiting team has a high degree of responsibility not to cause additional harm to the 
prisoners through the process of the visit. Thus, explanations of the purpose of the visit should not 
only highlight the possible benefits, but must also make clear the potential harms, and the consent 
of the individuals must be obtained before proceeding. The team must use sound judgement in 
deciding what information, if any, to use and how to use it. 


It is important to explain the role of the health professional on the team to the prisoners, which 
should be to assess the overall conditions and impact on the health of the prisoner population as a 
whole, and, where relevant to document as many cases of allegations of torture or other ill- 
treatment as possible. Equally, the health professional should explain their limitations, principal 
among which is that they are not replacing the existing medical service and not necessarily taking 
on a therapeutic role (although this should not rule out notifying the prison authorities and seeking 
treatment for especially grave cases who have not received any attention). Before proceeding, 
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o meet or talk with the team, this 


rocess. If individuals decline t 
consent should be obtained to the p Nie elie = pal 


decision must be respected, but the team should also be aware ‘ 
intimidation either not to talk, or to portray everything as acceptable or goo 


7.4 (d) Touring the premises 

Wherever possible, before commencing interviews, the team should seek to on the premises to 
observe directly the conditions and also to ensure that prisoners are not hidden in ie flung parts of 
the premises. Such a tour should include the cells or barracks, the exercise/recreational areas, the 
kitchens and dining areas, the toilets and bathrooms, the health service, any workplaces and the 
areas where family visits take place. If time allows, the health professional on the team should also 
visit any outside health referral centres since this provides an understanding of the level of health 
care available to the community, and thus enables the team to determine what an ‘equivalent’ level 


of health care is for the prisoners. 
7.4 (e) Health services in place of detention 


From the point of view of the health services the health professional should make time to talk 
privately with the prison health staff, in particular the physician, to obtain their perspectives on the 
running of the health service. Keep in mind that in caring for the prisoner-patient, prison physicians 
are often faced with professional and ethical dilemmas stemming from clashes between prison 
security and medical care (see section 3.2 (d), Dual obligations). Part of the discussion may thus 
involve raising their awareness on the ethical issues, on international standards and on ways to 
resolve such clashes. 


Where torture is the issue, the prison physician inay face additional pressures from the authorities 
in charge either to ignore prisoner complaints, or even to falsify medical reports. There may be no 
existing mechanisms in the prison system, or even nationally, for the prison physician to obtain 
_ support or to raise complaints, or the prison physician may be unaware of their existence. Thus the 
visiting team may be able to provide information on national and international support and 


complaint mechanisms or, organizations (e.g. National Medical Association; World Medical 
Association) 


7.5 What to do with the information? 


Information obtained during a detention visit can be used in varying ways and at different levels of 


authority from those running the concerned prison, up to the level of the concerned government 
ministries. 


7.5 (a) The use of named or anonymous allegations 


In compiling reports or interventions to the authorities responsible for a place of detention the 
visiting team may include allegations from named or unnamed sources. While allegations from 
named sources are often seen as more credible, the decision to identify individuals is one that the 


—_— prisoners themselves must make, based on clear explanations by the visitors of the 
possible benefits and potential risks. 


| It should be made clear that there can be no absolute 
guarantee against reprisals. 


7.5 (b) Compiling and using a report of the visit 
At the end of a visit, the team may decide to give immediate verbal feedback and r 
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males to the authorities running the prison. Subsequently a report summarizing the findings and 
discussions could be sent to the prison. Similarly, a report can be sent to either the regional or 
central prison authority, and/or to the responsible ministry and subsequent meetings held to 
discuss the issues. Whether any of the information obtained is made public will depend on the 
agreement reached before entering the prison. Certain visiting bodies, such as the ICRC, have a 
strict policy of confidentiality concerning detention visits. The international monitoring mechanism 


of the OPCAT will in principle also operate on a confidential basis, whereas the national 
mechanism might not , 


7.5 (c) Repeating the visits 


One way to ensure that prisoners are not subjected to harassment or outright reprisals for having 
talked to outsiders is to visit and interview them again. The interval between visits obviously will 
depend on the actual risk of harm from the side of the detaining authorities. In order to be able to 
locate each person effectively and to interview him or her personally about any such reprisals, it is 
necessary to have a system for collecting and recording personal information so as to ensure 
reliable identification of the same individuals on subsequent visits. These data may also serve to 
follow the prisoner throughout their detention and may help to prevent ‘disappearances’ by 
checking whether they are present or have been transferred or released. Information on how to 
contact the individuals if they are released may also be useful should this be needed in the future. 


nnn 


Glossary of Specialized Terms 


Report to the Russian Government on the visit to the Russian Federation carried out by the 
edilesPPernhe mittee for the Prevention of Tort ure and Inhuman or Degrading Treatment or 
Punishment (CPT) from 2 to 17 December 2001 


The Committee visited a large number of places of detention, noting varying degrees of complianc 
with expected standards. Physical conditions of detention were amongst the focus points of th 
inspection. As mentioned in this handbook, extrem elpoor conditions can be detrimental to the physical 
and mental health of those in custody. 


From the CPT report: 


‘Cells measuring 7.5 m? usually held 3 to 4 prisoners, dormitories measuring 20 m? accommodated as a 
rule between 17 and 20 inmates, and dormitories measuring 33 m’ held up to 30 inmates. In a number 
of cells, not every prisoner had his own bed (the most extreme case seen being a cell measuring 20 m* 
which contained 8 beds and was accommodating 25 persons) and inmates took turns to sleep on the 


available beds or slept on the floor. 


‘The negative effects of the overcrowding were exacerbated by the fact that cell windows (including 
those in the section accommodating prisoners with TB) were covered with slatted metal shutters, which 
severely restricted access to natural light and fresh air. As for artificial lighting - which was left on 24 
hours a day - it Was poor in many of the cells. The level of hygiene was also dubious: in some cells the 


delegation saw cockroaches, and prisoners also referred to the presence of mice and rats.’ 
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Auditory hallucinations 
Axilla 

Brachial plexus 

Callus 


Cerebral oedema 


Cognitive impairment 


Depigmentation 
Haematuria 
Hyperpigmentation 
Hypopigmentation 
Intrusive memories 
Laceration 

Medical history 
Medico-legal 
Neuropathy 
Oedematous 
Pathognomonic 
Perianal — 
Petechiae 


Psychosomatic 
symptoms 


Retinal haemorrhage 
Sequelae 

Striae distensae 
Subdural bleeding 
Tonic-clonic fits 
Urethral meatus 


Vectors of Disease 
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The experience of external sounds where there are no externa 


The nerves running from the spine into the arm 

An area of thickening of bone at the place of healing 
welling of the brain 

Partial impairment of memory, thinking, perception or mood 

Complete loss of pigment from a patch of skin 

Blood in the urine 


Increase in pigmentation of a patch of skin 


Partial loss of pigment from a patch of skin 


Involuntary, unpleasant and recurrent memories of an incident 
A wound in which the skin is torn by blunt force 

An individual's personal account of a health problem 

Relating to that branch of medicine that assists the courts 


Nerve damage 


A pathological finding that has only one cause 
Around the anus 


Clusters of very small bruises 


Apparently physical symptoms that have a psychological cause 


Bleeding into the back of the eye 

The consequences of a medical problem 

Stretch marks of the skin 

Bleeding between certain layers of fibrous tissue covering the brain 
The common form of epileptic convulsions 


The aperture at the end of the penis through which urine is voided 


Agents that can transmit infections 


§ 


Legal Terms: 


The act of apprehending a person for the alleged commission of an 
offence or by the action of an authority. 


Asylum is sought by individuals who do not wish to return to a country, 
usually their own, where they are at risk. If granted, they would be 


allowed to remain in a country which is not their own. This may be 


Asylum 
temporary or permanent. 


Evidence which supports or confirms the truth of an allegation. 


Crimes against Serious acts, such as torture, committed as part of a widespread or 
humanity — systematic attack against a civilian population, whether or not they are 


committed in the course of an armed conflict. 
Declaration 


Deportation 


Domestic law or legal 
system 


A particularly formal resolution, usually of the United Nations General 
Assembly, which is not as such legally-binding, but sets out standards 
which states undertake to respect 


Expulsion from a country. 


~To temporarily suspend or limit. 


Depriving a person of personal liberty except as a result of conviction 
for an offence. 


National law or legal system; law or legal system which is specific to a 
particular country. 


Enforcement(of Making the obligations effective; ensuring that they are respected 


obligations) 


Being able to avoid punishment for illegal or undesirable behaviour. 


Being held by the authorities without being allowed any contact with 
the outside world. 


Impunity 


‘| Incommunicado 
detention 


Instrument 


Inter-governmental A body or organisation composed of the governmental representatives 
bod of more than one country. 
Relating to the administration of justice or the courts of law. 


Legally-binding lf something is legally-binding on a state, this means that the state is 
obliged to act in accordance with it, and there may be legal 


A general term to refer to international law documents, whether legally 
binding or not. 


uences if it does not do so. 
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ee ee S———— . . 
Monitoring Seeking and receiving information for the purpose of reporting on a 


subject or situation. 
Non-state actors Private persons or groups acting independently of the authorities. 


Perpetrator The person who has carried out an act. 


The process through which a state agrees to be bound by a treaty. 


Ratification 


Measures to repair damage caused, e.g. compensation. 
State Party (to a treaty) | State which has agreed to be bound to a treaty. 
Treaty | International law document which sets out legally-binding obligations 
for states. 
Violation (of Failure by a state to respect its obligations under international law. 
obligations | 


Serious violations of the rules of war, for which the perpetrator can be 
held criminally responsible. 


War Crimes 


SOURCE: Michael Peel and Noam Lubell with Jonathan Beynon, Medical Investigation and 
Documentation of Torture: A Handbook for Health Professionals, Human Rights Centre, 
University of Essex, 2005, with modification. 


Available at http://www.fco.gov.uk/Files/KFile/MidtHb. pdf 
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Vill. ARTICLES ON PSYCHIATRY AND TORTURE 


A) Psychiatry and Torture 
Daryl! Matthews 
University of Hawaii, Manoa, HI, USA 


| would like to add to Julio Arboleda- Flérez’s excellent discussion of the problem of psychiatric 
participation in interrogations. There is considerable international support for asking psychiatrists 
and other physicians not only to decline to participate in torture and related practices, but also to 
speak out vigorously against its use by governments. While medical ethics surely disapproves 
such practices, they are also widely condemned in other quarters. For example, in its aspirational 
“Body of Principles for the Protection of All Persons under Any Form of Detention or 
Imprisonment’, the United Nations General Assembly, after asserting that “no person under any 
form of detention or imprisonment shall be subject to torture or to cruel, inhuman, or degrading 
treatment or punishment’, adds in a note: “The term ‘cruel, innuman or degrading treatment or 
punishment’ should be interpreted so as to extend the widest possible protection against abuses, 
whether physical or mental, including the holding of a detained or imprisoned person in conditions 
which deprive him, temporarily or permanently, of the use of any of his natural senses, such as 
sight or hearing, or of his awareness of place and the passing of time” (1). In addition, the Body of 
Principles requires that “no detained person while being interrogated shall be subject to violence, 
threats or methods of interrogation which impair his capacity of decision or his judgment’ (1). 
Psychiatrists are in a unique position to understand and communicate the importance of these 
principles and should denounce torture strongly in every possible venue. As Sagan and Jonsen (2) 
observed, because the medical skills used for healing can be maliciously perverted “with 
devastating effects on the spirit and the body”, it is “incumbent upon the medical profession and 
upon all of its practitioners to protest in effective ways against torture as an instrument of political 


control”. This is even more urgently true today than when it was written thirty years ago. 


References 
1. Office of the United Nations High Commissioner for Human Rights. Body of principles for the 


protection of all persons under any form of detention or imprisonment. | 
New York: United Nations, 1988. 
2. Sagan LA, Jonsen A. Medical ethics and torture. N Engl J Med 1976;294:1427. 


Source: 
World Psychiatry (Official Journal of the World Psychiatric Association), Volume 5, No. 2, June 


2006. http://www.wpanet.org/home.html 
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Severity of Trauma as Predictor of 
Long-term Psychological Status in 
Survivors of Torture 


METIN BASOGLU, M.D., PH.D. 
institute of Psychiairy, University of London 


MuraétT PAKER, M.D. 
New School for Social Research, New York 


Abstract — Severity of trauma as a predictor of long-term psychological functioning 
was examined in 55 tortured political ex-prisoners in Turkey. The assessments included 
senustructused interviews and measures of anxiety, depression, and posttraumatic stress 
_ disorder. The severity of torture was assessed by measures of number of types of tor- 
ture, number of exposures to torture, duration of captivity, and perceived distress. The 
survivors reported a mean of 23 different forms of torture and a mean total of 291 expo- 
sures to torture during their captivity. Despite severity of trauma, the number of expo- 
sures to torture did not predict posttorture psychological problems, whereas ratings of 
perceived distress did. Implications of these findings for theory and classification of 
psychological trauma and for legal practices conceming torture survivors are discussed. 


INTRODUCTION 


Study of torture not only serves a useful social and political purpose by pro- 
moting awareness of this human rights problem but can also provide valuable 


Drs. Cagin Taydemir, Erdogan Ozmen, Cem Incesu, Dogan Sahin, and Nusin Sarimuret con. 


We are deeply grateful to all study participants, who ful appreciated scientific 
in this field and its value for the human rights cause. . — ad 
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insights into the psychological processes of traumatization. Bagoglu and 
Mineka (1992), in their review of experimental models of anxiety, depression, 
and posttraumatic stress, have suggested that the human experience with prob- 
ably the closest parallels to experimental models in animals is the experience 
of humans undergoing torture. However disturbing these parallels might be, a 
better understanding of the ever increasingly sophisticated (and psychological) 
forms of torture in the world today and their effects on individuals is essential 
in recognizing and combatting the problem. Such understanding can also be 
useful in identifying principles of effective treatment, not only for survivors of 
torture, but also for survivors of other traumas in general. 

Severity of traumatic stressor as a determinant of subsequent stress responses 
has received much attention in work with trauma survivors. It was found to be a 
significant predictor of posttraumatic stress disorder (PTSD) in most studies of 
combat veterans (Foy, Sippretle, Rueger, & Carroll, 1984; Foy, Edward, & 
Donahue, 1987; Foy & Card, 1987; Laufer, Gallops, & Frey-wouters, 1984: 
Breslau & Davis, 1987; Green & Berlin, 1987; Green, Lindy, Grace, & Gleser, 
1989; Green, Grace, Lindy, Gleser, & Leonard, 1990; Speed, Engdahl, Schwartz, 
& Eberly, 1989). A similar dose-effect relationship has been noted in victims of 
rape (Steketee & Foa, 1987), volcanic eruption (Shore, Tatum, & Vollmer, 
1986), fire disaster (Green, Grace, & Gleser, 1985), and urban violence (Pynoos 
et al., 1987), and in battered women (Kemp, Rawlings, & Green, 1991). 

Few investigations have studied the stressor dose-response relationship in 
torture survivors. Although some studies of former POWs (Miller, 1992; 
Speed et al., 1989) have examined the impact of torture among other stressful 
events during captivity, no study has yet examined the effects of torture itself 
at different levels of severity. 

Social and political environments in which torture is widespread are also 
characterized by other potentially traumatic forms of repression and violence. 
In examining the impact of torture, therefore, the effects of related stressors 
have to be taken into account. As most studies of torture survivors have been 
uncontrolled and involved refugees (Goldfeld, Mollica, Pesavento, & Faraone, 
1988; Somnier, Vesti, Kastrup, & Genefke, 1992), definitive conclusions con- 
cerning the long-term effects of torture per se are not possible. No study has 
yet attempted to examine the relative impact of torture, controlling for other 
stressors during and after the trauma. 

The present report is based on a controlled comparison of 55 tortured and 
55 nontortured political activists in Turkey (Basofilu et al., 1994). This study 
avoided some of the methodological problems of earlier studies by using 
closely matched controls, standard assessments, and established diagnostic cri- 
teria. We selected a nonrefugee group to avoid the confound of refugee status. 
The study found greater levels of traumatization in torture survivors relative to 

controls, independent of other stressors during and after the period during 
which torture took place. 

In the present report we examined the effect of severity of torture on subse- 
quent psychological functioning. We tested the following hypothesis: long; 
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term psychological responses to torture in torture survivors will be predicted 
by the severity of trauma as defined by the number of types of torture endured, 
the frequency of exposures to torture, the duration of captivity, and the per- 
ceived severity of torture. 

This report focuses on the severity of torture as a predictor of long-term 
psychological functioning. An examination of all predictors on which data are 
available is reported elsewhere (Basoglu, Paker, Tasdemtir, Ozmen, & Sahin, 
in press). 


METHOD 


Details of the method and procedures were reported in a previous article 
(Basoglu et al., 1994) and will therefore only be summarized here. The study 
was announced in the media through articles in newspapers and political jour- 
nals. Survivors of torture, regardless of their political allegiance, were invited to 
participate in the study. The study group consisted of 55 left-wing political 
activists who had been tortured during detention and/or imprisonment in the late 
1970s and throughout the 1980s in Turkey. Fifty survivors were referred to the 
study by human rights organizations in Istanbul and five were self-referred. All 
study participants signed a consent form that explained the aims of the study in 

detail. Strict confidentiality was emphasized. Of the 58 referrals, none refused to 
be interviewed at all, though three failed to attend the second interview. The 
account of torture was validated by independent information from the referring 
source in 50 survivors. The interviews were conducted by two psychologists and 
four psychiatrists trained in the use of semistructured instruments. 


Assessment 


Information on personal history and details of prison and torture experience 
were obtained using Semi-structured Interview for Survivors of Torture (SIST) 
based in part on Jackson Interview Form (Keane, Scott, Chavoya, Lamparski, 
& Fairbank, 1985) and Exposure to Torture Scale, part of SIST. 

Psychiatric status was assessed by using the Structured Clinical Interview 
for DSM-III-R (SCID; Spitzer & Williams, 1983). Other measures included: 
Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock, & Erbaugh 
ee cae o Turkish version, Hisli, 1987), State-Trait Anxiety 

nventory ; Spielberger, Gor ‘ ‘ , 
MA catia Bort rae nea on & Lushene, 1970: Standardized 

In addition to the clinical ratings above, Number of PTS 
trauma (based on the SCID) was selected for analysis. The 9CaD ependie ar 
PTSD was not used as a categorical variable (present/absent) to avoid loss of 
information and statistical power (only 10 survivors had PTSD). 


Predictor variables: measures of torture severity. These measures were 


derived from the Exposure to Torture scale, which consists of a list of forms of 
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torture commonly used throughout the world. This scale was devised for work 
with torture survivors to improve the reliability and validity of the information 
elicited about past torture experience. A structured interview facilitates recall 
of the details of past torture experience and thereby elicits more reliable infor- 
mation than do open-ended questions. 

The scale provides information on forms of torture endured, number and 
duration of exposures, and subjective distress ratings related to each form of 
torture (1 = no/minimal distress, 4 = extremely distressing), For example, if a 
survivor reports electrical torture, the number of times of exposure to electrical 
torture, duration of exposures, and the survivor's rating of the distress he/she 
experienced during this form of torture are recorded. 

Three measures of torture severity were derived from the scale: (a) N of 
forms of torture(total number of forms of torture reported by the survivor), (b) 
N of exposures to torture (total number of exposures to all forms of torture), 
and (c) Total Distress score (sum of all distress ratings), Duration of specific 
forms of torture was not included in the analyses, as data were not available for 
all forms of torture. However, duration of captivity (total time spent in deten- 
tion and imprisonment) was included as an additional measure of torture sever- 
ity since the survivors’ accounts indicated that torture was routine throughout 
the period of detention and imprisonment. Furthermore, there was a significant 
correlation between duration of captivity and total number of exposures to tor- 
ture (r = .49, p <.001). Thus, longer captivity meant more torture. 


Data Analysis 


Pearson correlation analyses examined the relationship between measures 
of torture severity and clinical ratings. Multiple regression analyses (stepwise) 
examined which torture severity measures predicted posttrauma symptoms. 


RESULTS 
Sample Characteristics 


Twenty-five (45%) survivors were female and 30 were male. The mean age 
was 31 (SD 5.5). Twenty-six (47%) survivors were married. All survivors had 
at least one detention, while 89% had at least one imprisonment. The survivors 
had been detained for a mean 39 days (SD 31, range 1-135) and imprisoned 
for mean 48 months in total (SD 56, range 0-164). The mean time since 
release from prison was 41 months (SD 43, range 2-143). Last incident of tor- 
ture had occurred a mean of 61 months ago (SD 45, range 3-1 45). 

Before captivity, 84% of the survivors were fairly or fully committed to a 
political cause; only 16% were somewhat or not at all committed, being acci- 
dentally involved in political activity. All survivors were fairly well informed 
about the practice of torture in their country prior to its occurrence. 

Only two survivors had current major depression. Eighteen (33%) survivors 
had PTSD at some stage after the torture, while 10 (18%) had current PTSD. 
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Mean number of PTSD symptoms since last torture was 6 (SD 4.4). The peal 
toms were moderately severe; no survivor had severe PTSD. Mean anxiety 


depression ratings were within normal range. 


Severity of Torture 

The forms of torture and the total number and duration of exposures are 
shown in Table 1. ; 

Survivors reported a mean of 23 (SD 7, range 9-41) different forms of tor- 
ture. Fifty-one percent of the survivors were subjected to 25 different forms of 


TABLE | 
FORMS OF TORTURE: FREQUENCY, TOTAL NUMBER, AND DURATION OF EXPOSURE 


i 7] Tota N of exposures | Range | Total duration| 
meen. |... eit Moon 


ome <a elias icici ce ila eet EE 


Verbal abuse” , 100 - 

400 43 (43) ; 1-100 = 
Blindfoiding [ 23 (28) ) 1-70 - 
Akernating gentie/hareh treatment a3 1B «619 | 1-60 ” 
Thrests of further torture | BS SO (22) ; 160 ~ 
Forced standing ' 87 7 (# | 1-25 7.3hre (62) 
Prevention of personal hygiene a2 16 86(20) ; 1-46 104 days (258) 
Pulling by hebr | 7” 4 {3} wo “ 
Electrical torture 7e 19 «(10 136 | 19mine (17) 
Witnessing torture 74 2) 6 (3) 1-70 &3 bre (H 
Threats of death 73 390 (32) 1-70 ~_ 5 
Stripping naked ’ 7 16 «68 160 | 27Thre (42 
Prevention of urinstion/‘defecat A 22 (25) 1-60 - 
Iwolation a7 . & 11} 1-60 46 daye (84) 
Sleep deprivation | 8S 2 (4 1-13 Sé4days (83) 
Restriction of movement | a2 2 (4 1-416 20 daya (43) 
Falegn 62 t2 (2 1-35 23 mins (25) 
Deprivation of medical care | @ (1% 1-02 «| 215 deye (383) 
Expoaure to extreme heet or cold : a) “ia [ 764 5.8dzya (9.1) 
Threats of repe } 5a 6 (8) 1-18 mn 
Dental of privacy | 6B 7 (9 1-25 @0 deye (213) 
Trreste egeinst family : 63 19 #86(43) 1-30 - 
Infested surroundings ) &3 ) 2 {3 1-16 = 
Food deprivation _ 3 (4) 28 sim 
Henging by wriste $1 e (8 1-25 | Zmina 12 
— | 48 22 (28) 160 | 77h (7.4) 
Weter deprivation 44 6 (8 140 25 aeya (2 
aa 2 @ (11) 1-80 16 mine (14) 
Biceve on eare | 40 . (8 45 i 
> pgm 3 | 3 {2 140 « 
Forced standing with weight on | 3 7 (8% 148 20 mine (47) 
— ” 6 ( 1-20 " 
— | m" 2 (2 12 in 
Submersion in weter, feces, YOR: 1 3 - omwn tis 

(continued on next page) 
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TABLE 1—~Cowrinvep 


% of ToteiNot o | Total duration 
Forme of torture reported eurvivore Rites | pean cael 

— _ Mean(SD) | | Mean (SD) _ 
Expoeure to bright light . (.8) 1-3 44 mine (39) 
Excrement in food 4 (6) 2-20 - 
Burning re) 3 (2 14 “ss 
Rope bondege 9 9 (10) 2-20 24 mine (9) 
Throwing of feces/urine et detainge 9 1 (.9) 1-3 7 
Stretching of extremities 6 2 (1) 13 6 mins (8) 
Needles under toenelie or fingernalia 6 1 (.6) t-3 “ 
Twileting testictes 6 ’ (4) 213 — 
Rape 4 t (9) 1-1 oe 
Others &3 s 142 


* Information not avelleble an reliable eatimate 
of N of exposures could not be mede 


torture. The mean total number of exposures was 291 (SD 222) and ranged 
between 24 and 822. The torture events took place during mean 47 months of 
captivity (SD 56, range 1 day—-166 months). 

The “others” category in Table 1 includes less frequent forms of torture, 
each reported by | or 2 survivors. Examples were attempts to insert an object 
into anus/vagina, being forced to torture others, witnessing torture of family, 
and sexual advances. 


Social Support 

In assessing social support (psychological, economic, and legal), the sur- 
yvivor’s own evaluation and degree of satisfaction was taken into account. 
During captivity, 51 (93%) of the survivors received very much/much support 
from at least one group of significant others (spouse, relatives, friends). The 
respective figures for postimprisonment phase were 47 (86%). 


Correlation Between Stress Measures and Clinical Ratings 


Table 2 shows the Pearson correlation coefficients between the stress mea- 
sures and clinical ratings. 

Only the rating of perceived distress (Total Distress score) significantly cor- 
related with number of PTSD symptoms. Duration of captivity showed nega- 
tive correlations with all clinical ratings, reaching significance on STAI-State. 
Longer imprisonment thus related to less anxiety at assessment. 


Correlations Between Measures of Torture Severity 

Total Distress score showed a highly significant correlation with number of 
forms of torture (r = .81, p < 001). This was because the former was derived 
from the latter by summing up the distress scores for all forms of torture. 
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TABLE 2 


7 
CORRELATIONS BETWEEN MEASURES OF Severiry OF TORTURE AND CLINICAL RATINGS 


 Noftorms N of total asl 
| of torture | exposures score 
NotPTSO symptoms _.26 (07) 04 (80) | .42 (001) -16 (24) 
Beck Depression | ~.44 {.30) -.08 (.68) 08 (.66) «26 (.06) 
STAI-State Anxiety | =23 (.09) -419 (17) -0T (.61) 32 (02) | 


eaeretin —_ 
ema 6 aie —_—- os 


* 9 values in parentheses 


Despite this high correlation, only Total Distress score correlated significantly 
with the number of PTSD symptoms (r = .42, p < 001), though a trend 
towards significance was noted for number of forms of torture (r = .25, 
p = .07). This finding suggested that the traumatic impact of torture was medi- 
ated through subjective appraisal of events rather than by mere ‘cumulative 
effects of repeated exposures. 

The mean time since last torture did not significantly correlate with any of 
the clinical measures. The only exception was STAI-State (r = -.30, p < .05), 
which may be due to chance. Severity of current symptoms was thus not relat- 
ed to the length of time since torture. 


Multiple Regression Analyses 


Multiple regression analyses were performed (stepwise) using all 4 stress 
measures as independent variables and each clinical rating in turn as the 
dependent variable. Stepwise method checks repeatedly whether (a) any vari- 
able not in the equation should be entered, according to the criterion probabili- 
ty of F-to-enter (PIN); and (b) any variable in the equation should be removed, 
according to the criterion probability of F-to-remove (POUT). The values used 
for PIN and POUT were .05 and .10, respectively. 

Using number of PTSD symptoms as the dependent variable, only two vari- 
ables entered the equation (percentage of variance explained in parentheses): 
Total Distress score (16%, B = .42, t = 3.4, p < .001) and duration of captivity 
(7%, B = =.28, t = ~2.3, p < .05). Thus, only perceived severity of torture and 
duration of captivity predicted number of PTSD symptoms. Longer duration of 
Captivity related to fewer PTSD symptoms. Using the Beck Depression 
Inventory as the dependent variable, no variables entered the equation. In_ the 
third regression analysis duration of Captivity explained 8% of the variance in 


STAI-State (B = -.32, t = —2.43, p < 05). Lo swt 
to leas subsequent anxiety. ). Longer duration of captivity related 
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In summary, our hypothesis was only partially supported in that PTSD 
Symptoms were predicted by the perceived severity of torture but not by the 
total number of exposures to torture. 


DISCUSSION 


The findings of the present study need to be interpreted together with those 
of a previous report (Basoglu et al., 1994) that showed that severe torture 
induced moderately severe stress symptoms and no anxiety or depression in 
our study group. Eighteen of the 55 survivors had PTSD some time after the 
trauma and only 10 had current PTSD. In human research on the learned-help- 
lessness phenomenon (Mineka & Kelly, 1989), exposure to uncontrollable 
stressors of a much milder nature was sufficient to induce anxiety or depres- 
sion. Furthermore, many people are severely affected by much milder traumas. 
Several factors, discussed below, may account for this finding. 

Unpredictability and uncontrollability of stressors play an important role in 
the origins and maintenance of fear and anxiety (Mineka & Kelly, 1989). 
Torture was neither a totally unpredictable nor uncontrollable event for most 
survivors in our study. They had prior knowledge of what it involved and were 
psychologically prepared for its occurrence. They may have also used effective 
coping strategies to avoid loss of control during torture. Effective coping com- 
bined with repeated exposures to torture may have immunized them against 
traumatic stress induced by torture. Prior learning that one has control over 
aversive stimulation can immunize the organism against the later effects of 
exposure to uncontrollable stressors (Basoglu & Mineka, 1992). 

In addition, survivors had no difficulty in finding an explanation for their 
experience, a factor important in emotional processing of the trauma (Foa, 
Steketee, & Rothbaum, 1989). They were clearly aware of the purpose of torture 
as a means of political repression and knew exactly why they were targeted for 
this kind of treatment. Most were highly committed to their political cause and 
regarded torture as a price they had to pay in their struggle for a better world. 

Strong social support may also have provided some protection from the trau- 
matic effects torture. Without such protection, symptom intensities might have 
been higher than those observed in our study. This is consistent with the findings 
of other studies that point to the importance of posttrauma social support (Barrett 
& Mizes, 1988; Foy, Resnick, Sipprelle, & Carroll, 1987; Kadushin, Boulanger, 
& Martin, 1981; Keane et al., 1985; Solomon, Mikulincer, & Hobfol, 1987) 

Longer stay in prison appeared to be a protective factor against anxiety, 
depression, and PTSD. While duration of captivity and PTSD were unrelated 
in some studies of POWs (Thygesen, Hermann, & Willanger, 1970; Speed et 
al., 1989) and concentration camp survivors (Matussek, 1975), no study found 
longer captivity to be related to better psychological health. This finding may 
be explained by the availability of opportunities for emotional support and 
sharing of traumatic experiences with friends and comrades in prison. In add)- 
tion, survivors were able to transform their captivity into a meaningful expen- 
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ence by ardently continuing their political struggle in the prison at a ume when 


most political activities were banned in the country. , . 
gents is general agreement in the literature that the severity sphicmgapn t an 
important factor in the etiology of PTSD (Foy, Edward et al., ! “ 
Green, & Grace, 1987). How can our results be reconciled with the findings 0 
previous studies? The most likely explanation concems the nature of our sam- 
ple. Our sample may have been different from those in most other studies in 
having the protective characteristics discussed above. Cross-cultural differences 
in the perception of trauma may also have played a role in determining psycho- 
logical responses to torture. Some survivors, for example, who were beaten up 
by the police during interrogation did not regard their treatment as torture. 
Furthermore, many torture methods, which would be regarded as highly trau- 
matic by the ordinary person, were rated as only slightly or moderately stressful 
by the survivors. This is consistent with other observations that what is per- 
ceived as torture varies widely across cultures (Mollica & Caspi- Yavin, 1992). 

In addition, there was considerable within-group variability in the percep- 
tion of events as stressful. Subjective distress ratings indicated that the sur- 
vivors differed in their perception of particular torture events as traumatic. 
Thus, summing up all potentially stressful events without regard to their sub- 
jective impact may not yield a reliable index of trauma severity. The trauma 
survivors in other studies may have been more homogeneous with respect to 
their perception of events as traumatic, in which case other measures of trauma 
severity (e.g., number of events and frequency of exposures) would be expect- 
ed to parallel subjective distress ratings more closely. 

A problem conceming the measures of trauma severity is the possibility of, 
distortions in retrospective recall. Although the interview questions clearly 
referred to how the survivors felt about torture then and not at the time of 
assessment, there may still have been problems in the recall of the nature and 
frequency of torture events. Depression at the time of assessment, however, 
seems unlikely to have affected retrospective evaluaton of torture experience, 
since the survivors were not depressed and anxiety/depression scores did not 
significantly correlate with subjective distress ratings. 

That only perceived distress predicted long-term psychological functioning 
supports the view that trauma may be a “threshold” variable rather than a 
cumulative or additive vanable (Zeiss & Dickman, 1989). Indeed, beyond a 
certain threshold, increased duration and frequency of torture appeared to have 
no additional impact. This finding suggests that nonlinear relationships may 
exist between trauma and its impact, a point that could be investigated in fur- 
ther research efforts. 

The association between perceived distress during torture and subsequent 
“gr a peng: may in part reflect vulnerability to traumatic stress. 
Sheree "hie edn be ote the subjective impact of torture in some sur- 

’ n is also consistent with the finding of an association 


between family history of psychiatric illness , 
functioning (Basoflu et al., 1994). and posttorture psychological 
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Our findings may also have implications for legal practice concerning tor- 
ture survivors. This important issue, although not directly related to the main 
focus of the present report, deserves attention here. The definition and severity 
of torture often become important issues in legal cases involving political asy- 
lum applications and compensation claims. Often important decisions are 
influenced by the assumption that the degree of psychological disability 
reflects the severity of the trauma. Asylum applicants, for instance, can make a 
stronger case if they can evidence the severity of their torture. 

This assumption may lead to problems in decisions concerning two groups 
of survivors: those who have survived severe trauma with minimal or no 
sequelae and those who are severely traumatized as a result of apparently mild 
trauma. The first group may have difficulty evidencing past torture while the 
second may not be able to provide a convincing account for the severity of dis- 
ability. Both groups may come across as malingerers for different reasons. 
Subjective aspects of the trauma should be given due consideration to avoid 
errors in the assessment of such cases. 

An important limitation of our study is the sclect nature of our sample. Due 
to referral biasses, survivors with greater resilience to traumatic stress and bet- 
ter psychological health may have been overrepresented in our study group. 
This may have led to an underestimation of the effects of torture and obscured 
a possible relationship between severity of torture and subsequent stress 
responses. Further research should also involve nonpolitical survivors with no 
prior psychological preparedness for torture. 
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Objective: To study the impact of torture on symptomatology among 
mass displaced adults. 

Method: A sample (total 131; 70 females. 61 males) of mass displaced 
adults from Kasovo, in Sweden, completed 3 months after a baseline 
study on trauma experiences and perceived symptoms, sell-rated 
instruments measuring psychiatric symploms, aggression and coping. 
Results: Torture is associated with poor coping (manageability): 
depression, anxiety anc aggression are assoviated with post-traumatic 
stress disorder. All psychiatric symptoms und poor coping (but nol 
aggression) are associated with being female. Limitations of the study 
include @ relatively small sample. Ongoing trauma and stress before 
repatriation may also influence the responses. Several lessons learnt for 
prevention are discussed. 


Further research is necessary to understand the assovialions among 
coping strategies, psychiatric symptoms, aggression, torture experience 
and gender over Ume alter repatnation or applying fur asylum. 
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Introduction 


The past decade has seen a substantial increase in 
scientific knowledge relevant to understanding 
refugee mental healih, Recent large-scale epidemi- 
ological studies of refugee populations have con- 
firmed the high prevalence of major depression and 
post-traumatic stress disorder (PTSD) in Weslern 
(c.g. Bosnian) and non-Western (c.g. Cambodian 
and Bhutanese) refugee communities. These find- 
ings are consistent wilh the high prevalence of 
psychiatric disorders found among refugee patients 
in clinical treatment in countries of resettlement 
(for a review, see 1). 

The literature shows that persistent consequcnces 
of war trauma lead not only to the symptomatic 
patterns now identified as PTSD (for a review, sce 
2). but that trauma also alfects their personality, 
behaviour and interpersonal functioning. Further- 
more, women are identified as a risk group ferr 
psychological distress (3). One of the negative 
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consequences of Trauma experiencers. especially 
torture. has been clinically observed as increased 
aggression manifested both as aggressive beha- 
viour and as other forms of covert aggression. 

Mass displaced persons who encounter mental 
health challenges may also be understood within 
the context of their resilience and coping capacity. 
Marks et al. (4) have reviewed dimensions ot 
personality and illness and find that ‘stress is only 
likely to have a strong effect on susceptibility to 
iliness among individuals who score low on inter- 
nal locus of control, self-efficacy, hardiness and 
sense of coherence and who have a low level of 
perceived social support’ (4, p. 116). 

During the mass displacement trom the Kasovo 
province, the psychological impact of such emer- 
gency situations has been a neglected issue, During 
the mass displacement, the refugees from the 
Kosovo province had to come to terms with 
emotional reactions towards earlier and new Iife 
events. A reeent study by Lopes et al. (5) of mental 
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health. social functioning and attitudes of Kosovar 
Alhanians following the war in Kosovo, showed 
that .hivh percentages of both men and women had 
strong feelings of hatred and revenge. Such feelings 
can lead to psychiatric symptoms such as depres- 
sion, anxiety and PYSD symptoms bul also lo 
overt aggressive behaviour causing deep distress 
and contributing to major public health problems, 
such a8 poor coping strategies. 

The aim of this study was (i) to expiore the 
impact of trauma on depression, anxiety, ageres- 
sion, PTSD symptoms and coping strategies in a 
follow-up study 3 months afier the baseline; (11) Lo 
distinguish possible variations in self-reported 
depression, anxiely, PSD symptoms and aggres- 
sion between sexes, and in relation to coping: and 
(iii) to explain the value of early assessment of 
irauma amongst mass displaced groups. 


Context 


When NATO began bombing Yugoslavia on 24 
March 1999, the systematic expulsion of ethnic 
Albanians created a humanilarian nightmare. 
Europe's poorest country, Albania, was currently 
hosting more than 433 $00 refugees. The Swedish 
Government decided to take in 5000 refugees 
under the Humanitarian Evacuation Programme 
between April and June, and the refugees were to 
be given lemporary residence permits valid for 
It months. By 7 Tune 1999, 2936 had arrived. In 
this context, the Swedish Migration Board, at the 
end of May 1999, approved a project by the first 
author concerning current medical, psychological 
and social needs among 400 adult Kosovars newly 
arrived in Sweden. A separate report from the 
project is published elsewhere (4). 


Material and methods 
Sturly pepelatins 


Th the first step (baseline of the project) 402 
Kosovars, about one in five, in the age range 
18-65 years were randomly selected from the 
airline passenger lists. These Kosovars were sup- 
posed to stay in four of the five centres (Northern. 
Western, Central and Southern Regions) of the 
Swedish Migration Board. Participation in the 
study was voluntary and informed consent was 
obtained before participation. The number of 
participants leaving hefore the start of the hascline 
was 99 (15%). Of the remainder (343) 218 par- 
ticipated at the baseline (64% response rate). 
Twenty-seven participants (8%) did not wish to 
participate, seven participants (2%) were too sick 
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lo participate, two were children and too young lo 
he included in the study and the rest (89, 26%) had 
repatriated before the baseline study was coniple- 
ted. There was a slightly higher percentage ol 
women (N 122, 56%) compared with men 
(N =96, 44%) in the baseline study. Due to the 
limitations of no background data being available 
via the passenger list, it was impossible to do any 
dropout analysis. 

The baseline study began in August-September, 
1999, afier the Swedish Migration Board assistants 
and interpreters, who were to interview partici- 
pants al the centres, had undergone a 1-day 
training programme. Communication between the 
project group and the field was maintained by a 
contact person, from each of the four regions, who 
was responsible for contacting the assistants during 
the study. 

Between the baseline and the 3-month follow-up, 
38 participants (17%) of the 218 who participated 
in the baseline had repatriated. Of the remaining 
180. 13] (70 women and 61 men) aged 18 63 
years participated in the first follow-up, 3 months 
aller the baseline giving a response rale of 73% 
(i.c. percentage of participants out of available 
subjects in the follow-up study). Forly-nine 
participants were non-respondents al this follow- 
up (43 participants could not be located, two 
participants were visiting Kosovo at the time of 
the follow-up, four participants were too ill to 
participate). 


Screening inels 


The information and questions in the instruments 
were translated according to the standards of 
cross-cultural research (7). All instruments. back- 
translated into Albanian, used in this study were 
designed as self-report questionnaires. However, in 
cases of poor education, the questions were read 
aloud by assistants and interpreters of the Swedish 
Migration Board. The interviews were conducted 
at the centres and took about 1-2 h. Prior to the 
interviews, each respondent was read a letter (in 
Albanian) of informed consent that indicated the 
voluntary nature of participation and guaranteed 
stnct confidentiality. Informed consent procedures 
and study design were approved by the Ethics 
Committee at the Karolinska Institutet (KI 
99-245) in Stockholm. 


Trauma exposure. The screening — instrament 
Halsobladet’ (in Swedish) was developed by 
Ekblad ct al. (8) for newly arrived refugees in the 
introduction phase in the community and includes 
15 questions about siress-sympitoms and trauma 
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Might Rete Responses are ‘yes’ or ‘no’ te each item. 
n this study we used the question about experience 
Of exposure to torture (for more detitils, see 6), 


Instrument for self-rated depression and anxiety, The 
Hopkins Symptom Checklist (HSCL-25) includes 
a IS-1tem scale of depressive symptoms, and a 
10-item scale of anxiety symptoms, This instrument 
has proved to be internally consistent and valid for 
measuring depression and anxiety in different 
relugee groups (for a review see 9). ‘The instrument 
has also been used among immigrant psychiatric 
outpatients in Sweden (10). 


Insirwment for self-rated aggression, AQ-RSV, The 
Swedish version of the AQ, AQ-RSV (Aggression 
Questionnaire, Revised Swedish Version) stan- 
dardized on a normal Swedish population was 
used (11). The 29 items measure four aggression 
factors: hostility (eight items), anger (seven items), 
verbal aggression (five items) and physical aggres- 
sion (nine items). These items are arranged in a 
randomized order and the original $-point Liker! 
scale was reduced in the AQ-RSY to four scale 
steps (from | ‘least characteristic’ to 4 = “most 
characteristic’). This adaptation showed no evident 
effect on the correlation analyses between the 
Swedish and the American data. Further advan- 
tages of this adjustment are avoidance of neutra! 
answers and the possibility to compare results with 
other personality inventories. 


The travina symptoms section of the Harvard Trauma 
Questionnaire ‘ptsd-HTQ). The Harvard Trauma 
Questionnaire (HTQ) is a structured interview and 
consists of four parts; traumatic events (Part 1), 


personal description (Part 2); damage to head (Part 


3) and trauma symptoms {Part 4}, Each partiapant 
reads a list of 30 symptoms and is asked to report 
the extent to which each sympiom bothered 
him/her. within the past week based on a four- 
point scale (1-4). ranging from ‘not af all (1), ‘a 
little’ (2), ‘quite a bit’ (3) to ‘extremely’ (4), The first 
16 of the 30 symptoms reflect DSM criteria for 
PTSD, and were included in this analysis 
(ptsd-HTQ > mean 2.5 of the 1-16 items). The 
reliability and validity of the ptsd-HTQ symptoms 
have been found to be high. Cronbach alpha, 4 
reliability analysis measure of internal consistency 
based on the average interitem correlation, was 
estimated at 0.89 (12), For the pisd-HTQ syinp- 
toms. a validation study conducted among 91 
South-east Asian refugee outpatients at the Indo- 
chinese Psychiatry Clinic in Boston reported a 
sensitivity of 78% and a specificity of 63%, in 
terms of reliability, 1-week [est-retest reliability 
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was reported as 0.92 and interrater reliability 
among Bosnian refugees living in Croatia was 
estimated as 0.98, The author of the current report 
was granted permission to use the instrument. 


Coping style; manageability. The concep! Sense of 
Coherence (SOC), measuring coping style, used 
frequently throughout the world and thought to be 
appropriate to any population, was introduced by 


- Antonoveky (13, 14). A review of studies in differ- 


ent countries using either the long (SOC-29) or the 
short (SOC-12) version found this Instrument to be 
both valid and reliable. In Sweden, the first author 
and colleagues have used it in several studies of 
immigrant and refugee groups from several COUri- 
tries (for a review, see 6). 

The short version of the SOC-12 operationalizes 
the construct in a 12-item, semantic differen- 
tial questionnaire, and its design is guided by 
Guttman’s facet theory, with a seven-point seman- 
tic differential agreement/disagreement scale with 
two anchoring phases (15). It covers the three 
components assumed to be of importance for 
coping: comprehensibility, manageability and 
meaningfulness. All three dimensions are important 
for the prevention of ill health. Besides the descrip- 
tion of a person’s coping ability, the instrument also 
‘ncludes certain existential aspects of a persons lile. 
SOC has been broadened from an earlier concept of 
connoting quality of life to include one’s view of 
life. The scale is usable both for interview and for 
selfcompletion. Possible scores on SOC-17 range 
from 12 to $4; the higher the score, the stronger the 
sense of coherence. The median is used as the cul-off 
for low and high manageability, respectively. The 
short version, SOC-12, showed, however, limita- 
tions in the baseline study. As Cronbach alpha was 
celiable (at baseline, with a total of 0.59, and for the 
subscales; meaninglulness 0.08, manageability 0.51 
and comprehensibility 0.02) with regard to only one 
of the three subscales, ie, manageability, this 
subscale is analysed in the study. The strong ego- 
centred items in SOC-12 seemed to be inappropriate 
for the participants in this study. 


Stacistical analyses 


The Statistical Package for Social Science (SPSS) 
10.0 for Windows was used. A variety of slatisti- 
val tests was used in the analysis of the data. 
The quantitative tlems are described by mean = 
standard deviation. The differences between means 
were tested with the non-parametric }~Mann- 
Whitney test. The correlations between vartables 
were tested with the Spearman correlation 
(non-parametric), A probability level of @.05 was 


113 


adopted a priori as the minimum level to be 
considered statistically significant for differences 
among groups. Internal consistency (Cronbach 
alpha) was estimated with coefficient alpha. 


Results 

Samale demegvaphics amog. respondents 

The instruments were adnunistered to 13] miss 
displaced Kosovars (70 women and 61 men) in the 
follow-up study, 3 months after the baseline study, 
The questionnaires were completed by 98 (48 male 
and 50 female) of the 131 participants, representing 
a response rate of 75%, The average age of the 
responders was 39 years (SD = 13.57). average 
schooling was 9.88 years and 78% were married 
with the rest heme single. 

Thirty-three of the 131 participants available in 
the follow-up study after 3 months (25%; 13 men 
and 20 female) did not complete the question- 
naires. There were no significant differences 
between responders and this dropout regarding 
demographics (for further details, see the report. 
6). 


Exposure Ic trauma, poyctiatric synptams 
and gender perspective 


Of the 98 participants, 51% (50) confirmed that 
they had experienced torture, the percentage heing 
higher among men compared with women but no 
significant differences (58.3%, and 44.0%, respect- 
ively, y° = 2.013, P< 0.156). The mass displaced 
adults exposed to torture. in comparison with those 
who were not exposed to torture, showed higher 
means on the different self-rated symptoms but 
there were only significant differences between the 
two groups on coping style, ic. manageability. The 
participants with torture experience, in comparison 
with those who did not have thal experience. 
showed significantly lower mean scores on manage- 
ability (mean = 14.9, SD = 6.78, mean = 18.4, 
SD = 5.88, respectively, P < 0.006), 

Table | shows that there are significantly higher 
means on all self-rated symptoms and lower means 
on coping style, i.e. manageability, among partici- 
pants with ptsd-TITQ symptoms compared with 
participants who do not have ptsd-HTQ symp- 
toms. The correlations between the self-rated 
symptoms were high (for details, see 6). Women 
have a significantly higher mean on ptsd-HTQ 
(P<0.015), Depression-Hopkins (Pp = 0.0003) 
and Ansxiety-TMopkins (P< 0.001), but not on 
aggression. Tlowever, they have a lower mean on 
Manageability-SOC (P < 0.020) (Table 2). 
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Means and standard deviation [or self-rated 
symptoms amongst mass displaced adults from a 
coping perspective are shown in Table 3. Those 
participants who have low coping strategies on 
manageability have a significantly higher mean on 
the following symptoms: ptsd-HTQ, Depression- 
Hopkins, Anxiely-Hopkins. Total Agyression- 
AQRSY, Anger-AQ-RSV and Hostility-AQ-RSV. 


Aekabilty analysis 


The internal consistency of the instruments, total 
and subscales. was evaluated by the 2x-coefficient 


{Cronbach's alpha) and was high (for detailed 
ligures, see 6). 


Discussion 
Vatidry and reliability cf instraments 


The self-rated instruments for measurement of 
depression, anxiety, pisd-HT'Q symptoms, aggres- 
sion and coping style, ie. manageability, confirm 
earher transcultural comparisons regarding good 
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mternal consistency (Cronbach alpha). The strong 
ezo-centred items in SOC-12 seemed to be 
inappropriate for the participants. There is a need 
for an instrument. used with a qualitative 
approach, that is more group-oriented and senai- 
uve lo Muslim cultures in perceiving refugee 
traumatic stress. 


High seF-rated asychiatic symmems mM mass 
disclaced Kesovars 


First, the study confinns that anger and hostility 
are important consequences of torture. To date, 
most studies of refugee mental health have not 
focused on aggression, which seems lo be of 
importance in understanding psychological conse- 
quences of torture. The baseline study (6) showed 
chat over half of the participants had experience of 
torture, a high igure compared with the literature 
showing 15%-30%. Their 10 years of a paralle! 
system. due to violence in their society, such as 
transeenerational transmission of frustrations, 
seems to develop distress and aggressive feelings. 
As a consequence, their stress level is assumed to 
be high over a long period, i.e. chronic, and 
their symptoms must therefore be interpreted in 
that context. Detection of war lrauma-relaled 
syimploms, which may thus lead to psychiatric 
symptoms and anger and hostility, should there- 
fore be incorporated in future studies. 

The second finding comes from the study's 
exploration of the association of poor voping 
strategies, manageability with torture, psychiatric 
symptoms {.e. depression, anxiely and plsd-HTQ 
symptoms) and total aggression, anger and hostil- 
ily. The main findings are thal expenence of 
torture is associated with poor coping; thal 
depression, anxiety and aggression are associated 
with PTSD symptoms; and that all psychiatric 
symptoms and poor coping style. manageability 
(hur not aggression) are associated with being 
fomale. These findings support earlier studies in the 
literature that females constitule a risk group for 
distress (3). 
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Inperaice cf gender difereice in assessment ard follow-up 


Women have a significantly higher mean on ptsd- 
HTQ (2 <0,015), Depression-Hopkins (P < 0.003) 
and Anxiety-Hopkins (P< 6.001), but a lower mean 
on coping style, Manageability-SOC (P < 0,02), 
Women are therefore identified as a risk group. 
In the baseline study, it was shown thal their 
circumstances of not having close relatives with 
them may increase their psychological distress (6). 
Furthermore, they may find themselves castin new 
roles as heads of single parent families or as 
widows. War-related stress, environmental factors, 
persistent gricf, mourning, loneliness and isolation 
(end lo predispose women living in war siluauons 
fa sustained stress that leads to depression (for a 
review, see 6). Further research is necessary over 
time among those who apply for asylum and 
those who repatriate, in order to understand the 
assnciation bereeen individual differences in 
psychialric symploms and aggression, which may 
he a result of complex interactions hetween the 
person (Le. gender, coping), events (Le. torture 
experience and ongoing trauma) and environ- 
mental factors (e.g. social support, recepuion 
programme, repatriation). 


Limicatezns and strengths 


Apart from the small sample the present study is 
limited by the dropout rate during the follow-up 
and the fact that the participants were in a mass 
displaced phase with ongoing trauma throughout 
the study. Those who repatriated during the 
ongoing study were out of control in this study 
due to the official 11 month slay in Sweden. The 
dropouls in the present study, 25%, did not differ 
significantly from the participants with regard to 
wocio-demographic factors. Furthennore, even 
though the questionnaires used were carefully 
translated, back-translated and are based on con- 
structs af mental health symptoms, they may not 
reflect with total accuracy Lraumalic stress symp- 
toms in the Kosovo Albanian culture. Towever, a 
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standardization of the self-rated instruments is 
lacking due to the limited time of the mass 
displaced persons’ stay Sweden. 

Also. the study sample consisted of volunteers 
from mass displaced adults and may not have 
heen representative of the population of refugees 
from Kosovo province living in Sweden. How- 
ever, from an ethical point of view, as to whether 
it is appropriate lo ask mass displaced persons 
about torture experience. the questions were 
validated to the respondents, and they did not 
perceive them as being difficult to answer, inTru- 
sive or insulting. They also found the questions 
to he sensitive to their stressful situation (for 
detailed information, see 6), [tf seems. that in 
telling the Lrauma slory, a psychosocial slralegy is 
relevant ‘and further research is necessary to 
understand the coping mechanisms behind such 
a strategy. 

The study’s strength is its longitudimal and 
prospective design. Nevertheless, most of these 
studies have been limited by their cross-sectional 
design. The assistants and interpreters at the 
Swedish Migration Board were a valuable 
resource in performing the study and were sup- 
ported by regular supervision. Ninety-three per 
vent of the participants answered al baseline (6) 
that they were positive to participating in a 
follow-up after repatriation if practically possible. 
Step 2, already confirmed by the Swedish Migra- 
ion Board, is to perform another follow-up study 
among those repatriated to the Kosovo province 
and those who have applied lor asylum in 
Sweden. Challenges tor future research include 
examining the ramifications of receiving a group 
of mass displaced for a short penod of time {ie. 
Il months), and associations among’ psychiatric 
syMploms, aggression, emigration status, gender 
and mortality over time, with the development of 
sustamable co-operation between local resources 
and recepuon [acilities, 

In conclusion, depression. anxiety, PTSD symp- 
toms and aggression are universal phenomena but 
do not have similar meanings in different social. 
cultural and political contexts, Aggression, for 
instance, May not be relevant to the mental health 
of one person, whereas for another it is a signal 
indicaling the need of professional health care, and 
tor a third person it may stand for collective 
memories of vppression. 

The lessons learnt from the present study show 
the importance Of carly assessment by using 
screening instruments in a gender-perspective for 
detecung torlure related symptoms and coping 
Strategies, i.e. manageability, among newly arrived 
mass displaced adults with ongoing trauma. 
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However, mass displaced persons: own perceptions 
of their needs within the context of general health 
and social care must be of concern. caving the 


individual better mentally prepared for repatri- 
ation can be regarded as an investment, 
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The Relationship Between Somatic and PTSD Symptoms 
Among Bhutanese Refugee Torture Survivors: Examination 
of Comorbidity With Anxiety and Depression 


Mark Van Ommeren,!25 Bhogendra Sharma,! Gyanendra kK. Sharma,! 
Ivan Komproe,2”> Etzel Cardeiia,* and Joop T. V. M. de Jong”? 


=== =. el 
Previous research has indicated a relationship between posttraumatic stress disorder (PTSD} and 
somatic complains. We exammed whether lus relativasiap 1s a result of shared conertadity wilh 
anxiety and depression. Local doctors interviewed a random, cormunuly siauple of 526 tortured and 
§26 nantortured Bhutanese refugees living in UN refugee camps in Nepal. The interview covered 
demographics, tarlure, somate coumplants, wtxl PTSD, depressica, wid andely ineasutes. Matniber of 
PTSD symptoms, independent of depression and anniety, predicted both number of reported somutie 
complaints and sumber of organ systems involving such complaints. Physicians need to screen for 


PTSD whet: survivors of extreme slessurs present nonspecilic somite commplamts. 


KEY WORDS: PTSD; somatic compiunts. refugees, comorbiclits: torte, 


Help-seeking survivors of physical torture [requently 
report somatic distress (Goldfeld, Mollica, Pesayento, & 
Faraone, 1988; Sharma & Van Ommeren. 1998), Such 
distress may involve long-term organic damage {Nice. 
Garland, Hilton, Baggett, & Mitchell, 1996). Physical 
and laboratory tests may, however, determine no appar- 
ent orgame cause for survivors’ somatic complaints, as 
has been our clinical observation in Nepal (Sharma & Van 
Ommeren, 1998; Van Ommeren, Sharma, Prasain, & 
Poudyal, in press}. Unexplained complaints related 
lo diverse organ systems may indicate psychiatric morbid- 
ity (Escobar, Burnam, Kamo, Forsythe, & Golding, 1987). 
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Torture has been associated with a wide range of psy- 
chosocial sequelae (Somnier, Vesti, Kastrup, & Genetke, 
[992), including symptoms ol posttraumatic stress dis- 
order (PTSD; Basoglu et al., 1994; Motlica et al, 1993: 
Shresthaetal,, 1998), A vanety of studies have shown that 
those suffering from PTSD tend to be more likely to re- 
port nonspecilic somatic complamts than do thase without 
PTSD (Baker, Mendenhall Sim bart, Magan, & Steinberg, 
1907, McFarlane, Atchison, Rafalowicz, & Panay, 1994; 
Schnurr & Jankowski, 19995, even when the groups do 
not differ on physical and laboratory tests (Latz, Keane, 
Fisher, Marx, & Monaco, 1992, Shalev, Bleich, & Ursano, 
1990), Yel, as PTSD has high comorbidity with unsely 
and depression (Kessler, Sonnega, Bromet. Ilughes, & 
Xelson, 1995), shared comorbidity may explain somatic 
distress among those with PTSD, because anxiety and 
depression are associated with physical symptom repor- 
ung (Bndges & Goldber, 1985, Kirmayer, Robbins, 
Dworkind, & Yaffe, 1993}. Previously, Zatzick ct al 
(1997) and Bramsen (1998) reported an association 
between health status and PTSD, after adjusting for psy- 
chiatric comarbidity, among, respectively, male Vietnam 
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veterans and Dutch World War II survivors. It is not clear 
whether this adjusted relation is also found among torture 
SuVIVors Outside the West. 

We tested whether there is a relationship between so- 
mate and PTSD symptoms, independent of comorbid de- 
pression and anxiety, ina large, random, community sam- 
ple of tortured and nontorturedNepali-speaking Bhutanese 
refugees living in Nepal. Considering that clinical obser- 
vation and our client's reeord system show that in Nepal 
help-secking torture survivors mostly present somatic 
complaints (Van Ommeren et al, 2002), it is especially 
relevant to apply our research question to this population. 


Method 
_ Parteipants 
The details of the data collection methods have been 


described in greater detail ina paper on the impact ofphys- 


ical torture on adult Bhutanese refugees (Shrestha et al., 
1998). The Bhutanese refugees sought refuge in Nepal 
after persecution hy Bhutan’s Drukpa security forces. The 


refugees are descendants of Nepali settlers. They speak 
Nepali and [ollow combinations of Hindu, Buddhist, and 
animistic traditions. : 

The population from which we sampled consisted 
of 2,331 physically tortured, Nepali-speaking Bhutanese 
refugees living in the UN. refugee camps in southeastern 
Nepal. A sample size of 600 was determined to provide 
sufficient statistical power for analyses. As 15 cases (2%) 
could not be traced, we sampled an additional 20 cases. 
Out of 620 approached cases, 601 (97%) were available 
for interviewing. A control group of nontortured refugees, 
matched on age and sex, was also interviewed. Ten-year 
difference was accepted as an age match, and matching on 
sex was exact. After excluding those younger than 19 and 
incerrect matches, $26 matched pairs (88%) remained. 

The matched tortured and nontortured refugees were 
similar on most demographic variables. The matched sam- 
ples consisted of 404 men and 122 women. Ihe average 
age of the torture survivors was 41,7 (SD) ~ 12.5); the 
average age of nontortured refugees was4l.5 (SD = 12.5). 
The vast majorly of tortured and nontortured refugees 
reported being married (see Table |). Among tortured 


Table 1. Damography af $26 Tortured and £26 Nantortured Ahutanese Refi ces 


Tortured (a — $26) 


Nontortured (a = 526) 


Variable N — Nv % x7 
Marital status 
Single 28 : 1s 3 246 
Married 47 9] 468 #9 10 
Widow(er} w 4 st 6 25 
Diverced/scparatcd 3 | I? 2 55 
Thindu Ais 90 $47 $S 6.9" 
Buddhist AS e 73 4 7S? 
Other 6 1 i ie: 
Education 
Uliterate 245 47 288 5S 7.0* 
Literate thrangh 1s 29 ES 22 2 
ponTornal education 
Primary (1-5) $8 17 75 14 12 
Middle (¢ 8) 2 4 33 § 34 
Higher (Y-12) 20 A t3 2 is 
College 3 1 2 0 : 
Occupation in Thastan 
Agricullure SR 14 408 " 2.1 
Servite iv ; 41 $ te 
Other oY 19 i 1S 33 
Member of a political or human rights 1. l4 4 & lo 
arganizalian in Bhutani | | Ps 
Histury of pliysical illness i 12 Ts 1¥ iS 
History of mental tilness 14 } 2 5 2.3 
Epiltpsy 3 | 13 3 63 
ical illness in the fumily 4) 8 A) / y2 
Mental ilincss in the tamily 15 j 21 4 io 
Epilepsy : 2 I ? 0s 


‘The two-tailed Fisher’s Exact Test was applied when the expected frequencies were less than 5.0 fortwo 


or more ceils of a2 « 2 table. 
tn OL, Mp « 008 
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refugees, 90% ulentlied themselves as Hindu, 9% as 
Buddhist, and 1° as other, Significantly more nontor- 
tured refugees identified themselves as Buddhist (14%) 
Approximately half the tortured refugees reported being 
dliteralw, 3 out of 10 reported obtaining bieracy through 
nonformal education, | out of 6 reported hav:ng attended 
primary school, and | out of || reported having more than 
$ years of formal education. Among nontortured refugees, 
the percentages were similar with the exception that more 
nontortured refugees reported being illiterate Nontortured 
refugees were more likely to have a history of significant 
physical illness compured to tortured refugees, More lor- 
tured refugees had been mem bers of a political or human 
nights organization in Bhutan, Rath tortured and nontor- 
tured refugees had been in the cam ps in Nepal for 3.4 years 
(SD = 0.6) 


Tnsirumentation 


The interview schedule included questions covering 


(an this order) demographics, family and personal his- 
tory of mental and physical health, and anxiety and de- 
pression symptoms as assessed by the Hopkins Symp- 
tom Checklist (HSCL-25; Derogalis. Lipman. Rickels, 
Uhlenhuth, & Covi, 1974), a checklist of 52 types of 
physical torture believed to aeuur in Bhutan, and a list of 
1? questions covermg a Nepali translation of the Draenas- 
he and Slaiistical Manual of Mental Disorders, Revised 
Third Edition (DSM-III-R: American Psychiatric Associ- 
ation [APA], 1987) criterta for PTST. We used the World 
Medel Assoviation (1987) definiuen of torture 

The interview schedule also contained a checklist of 
25 somatic complaints, covering nervous, musculoskele- 
tal, gastrointestinal, genitourinary, cardiovascular, and res- 
Piralory system symptoms, and weakness Cronbach's 
alpha internal consistency coefficient in this sample was 
88 for the corrected HSCT.-25 anxiety score and .89 for 
the HSCT,-25 depression seare. 


Procedure 


Data were collected mm 1995. Interviews were con- 
ducted by Nepali medical ductors who had received ]-day 
training in differential diagnosis of PTST) Participants 
ware offered a physical examination In retum for partic- 
pating, Participants were asked about traumatic events 
before or during their fight, such as torture. sexual as- 
sault, murder of relatives, Withessing atrocities, physical 
destruction of one's comm unity, threats, and back of food 
and shelter. The doctors did not record Which events were 
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identified by participants as reference events for PTSD 
wnsiiaile A aan performed brief physical exam- 
inations, without laboratory tests or roentgenograms, to 
complete the checklist of physical complamts. The doc- 
tors were blind to the research hypothesis tested in this re- 
port. Because of both illiteracy and mistrust, verbal rather 
then written informed consent was obtained. 


Data Analysis 


"Hierarchical regression analyses were performed lo 
identify predictors of (2) number of somatic complaints 
and (bh) number of organ systems mvalying somatic com- 
plaints. We added relevant demographics (age, sex, educa- 
tion, and religion) in Step 1, torture statusin Step 2, anxiety 
and depressive symptoms in Step 3, and PTSD symptoms 
in the last step. Because the diagnosis of PTST) is a very 
specific outcome, we included number of PTSD symptoms 
instead of presence or absence of diagnosis. 

To avoid endogeneity, items covering weakness. 
headaches, and palpitations were removed from the 
HSCL-25 anxiety score, The three items are part of the 
hst of 25 somatic complaints and, consequently, have no 
explanatory power in the regression analyses. We will call 
the anxiety score that results after removing these items 
the corrected HSCT,-25 anxiety score. 

Data were complete on relevant vanabies. An alpha 
level of 05 was used [or all analyses except for unvan- 
ate analyses comparing demographics of the tortured and 
nontortured participants, For the latter analyses, the alpha 
level was set at G1 to reduce chance significance vaused 
by multiple tests. All analyses were performed with com- 
mercially available software (SPSS Inc., 1995}, 


Results 


The most frequently reported physical torture tech- 
mus were severe beatings (97%), being lcd up with 
Topes’ or chains (52%), forced lebor (26%), hair torture 
(17%), prolonged Standing (15%), cold torture (14%), 
chepuwa (14%), and ear torture (11%). Chepuwa involves 
the tight clamping of thighs or fegs with bamboo for an 
extended period of time. 

PTSD symptoms were more frequently reported in 
the tortured group thanin thenontortured group. 3 4(SD = 
3.9) versus 1.4 (SD =25}, 1(1050) = 10.02, p « 
‘UU. Out of $26 tortured relugees, 199 (38%) Tepor- 
ted no DSM-III-R PTSD symptams, 155 (29%) repor- 
wd | 4 PTSD Symptoms, and 172 (33%%) reported $ 
of More PTSD symptoms (maxumum 16) Out of 
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a Currelubions Amwng Depression und Ausi¢ly Scures, Number of Soenatic Cotplamis, 
Number of Organ Systems Involving Somatic Complaints, and Number ot Posttranmatic Stress 
Pisarder (PTSD) Syrmprims 


- Tortured rsp Sonali 
Variable iyestig) Depression Anxiety’ syuplems complaunts 
Depression an 
Aunicly* Ma 
PISD svinptuins M 62 
Somatic complamts 2» oe] AS 
Organ systems uivolving 38 32 40 $7 
organic complaints 


Note. All correlations sre sigrafcamd at p x 0, 


*Currested scure, Lleots vovering weuluiess, headache, ad palpitations were excluded from the 
anxiety score 10 avoid eadegencity with sumatic complaints. 


326 nontortured refugees, 335 (64%) reported no PTSD 
symptoms, 13] (25%) reported 1 4 PTSD symptoms, and 
60 (11%) reported $ or more PISD symptoms 
{maximum = | 5). 

Also, somalie conrplainis were more [requently re- 
ported in the tortured group than in the nontortured group, 
2.8 (SD — 2.1) versus 1.8 (SD — 1.5), (1050) — 6.63, 
p< .0U1. Eighty-two survivors (16%) reported no so- 
matic complaints, 378 survivors (71%e) reported 1 4 so- 
matic complaints, and 69 survivors (13%) reported 5 or 
more somatic complamts (maximum — 16), Sumularly, the 
tortured group, compared to the nontortured group, had 
a higher number of organ systems with somatic oom- 
plaints. 2.2 (SD) — 1.5) versus 1.5 (SD — 1.1). 11051) = 
9.61, p < .001. Four hundred and four survivors (76%) 
had complaints in 1-4 organ systems, and 4] survivors 
(8%) had complaints in 5 or more organ systems. Torture 
status, number of somatic complaints, number of organ 
systems involving somatic complaints, number of PTSD 
symptoms, the corrected [ISCL-25 anxiety score, and the 
HSCT.-25 depression scare all correlated significantly (see 
Table 2). 

Ilierarchical repression analyses identified demoara- 


phies (female sex, higher age), torture, and PTSD symp. 


toms as predictors of hath number of somatic complaints 
and number of organ systems involved (sce Table 3). De- 
pression predicted number of somatic complaints but did 
not predict number of organ systems involved. Anxiety 
predicted neither Torture vontinued to be significant when 
PTSD and comorbid depression and anxiety were added. 
PISD continued to predict somatic outcome, when ad- 
justing for comorbid depression and anxiety. PTSD, tor- 
ture, and their interaction were all significant, suggcst- 
ing that a history of torture strengthened the elfect of 
PTSD symptoms on somatic outcome. After the final step. 
with all independent variables in the equation, R? 2: 17, 
F(9, 1042) = 24.5, p = .001, for the regression with 
number of somatic complaints as the outcome and, 
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R* .. 24, F(9, 1042) 8, p < .001, for the regres- 
sion with number of onzan systems as the oulcome 


Discussion 


This study among Bhutanese refugees shows a spe- 
cific association between PIS symptoms and health sta- 
tus independent of anxiety and depression, and, thereby, 
replicates earlier findings by Zatzick et al, (1997} and 
Bramsen (1995) in the West, In addition, age, exposure 
to torture, and depression also independently predicted 
health status. The latter findings are consistent with pre- 
vious research showing an association between exposure 
to trauma and somatic complaints (¢.g, Center for Dis- 
ease Control, 1088: Labbate, Curlers, Dimitreva, Roy, & 
[ingel, 1998) and between depression and somatic com- 
plaints (e.g,, Bridges & Goldberg, | 985). 

Several theories explain the relation between semauic 
and PTSD symptoms, First, research has shown an asso- 
ciation between psychological stress and harmful phy- 
sinlogical consequences (Chrousos & Gold, 1992). As 
traumutic stress is an extreme form of stress, harmful 
physiological consequences leading to somatic complaints 
can be expected (Fredman & Schnurr, 1995), Moreover, 
traumatization isassncrated with neurobiological changes, 
increased physiological arousal, and mereased adverse 
health practices—all of which can have somatic sequelae 
(Friedman & Schnurr, 1995; Kirmayer, 1996, McFarlane 
et al, 1994, Shalev et all, 1900), Tn addition, our clinical 
experience in Nepal suggests a cognitive explanation; Tor- 
ture often involves the implicit message that the body is 
heing permanently damaged, which may result not only in 
a PTSD reaction but also ina heightened focus on somatic 
gensations interpreted as indicating danayed functioning. 

Similar to much of the previous research reported 
on PTSD and somatic complaints (¢.2.. Baker etal., 1997, 
MeFarlane ct al, 1994), our study is limited because inter: 
viewers did not distinguish between medically explained 
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Table 3. Hierarchical Regresston Analyses on Two Measures of Somatic Gutcomt 


BION 2 
Reesessucn | Reate 
(No.of somatic complains) = 
7 é 
>. 22) ee SEB Bi 
+6 23 

Step 1° 92: . ge 

Sex (male) -—3 15 -#6 -17 dd » : 

Aye iN2 ip 19° ee! + i ‘ 

hn , il ae 
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Religies (Ruddiist/na Buduhist) ~42 et L = ~o oft 101 
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Aue 7 i cul 13" Mm ao : 
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No. of PTSD symptoms 4 N2 iF he Is ol ‘ ‘i 
Stop 47 160 ; 2 

Sem {ntalc} 3 dt OT* 2020} 06° 

Age U2 QU 3° U2 00 13 
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Religins (Kuddirist ‘na Bueldhist) re 7 =i -2 ei sa 

Tortured yen 109) aa) MM 12° $2. a8 , ” 

No, of PTSD. sprnptoms a5 M2 28* 13 Ot 3] é 

‘Tenure > Na. uf PTSD syinptanst v 6 ig* 16 MM it , 
Step 3° 4, 741 

Sex (maie} 2 13 = 6" ~18 09 05 

Age 02 0 13¢ 02 00 13° 

No, ef years of schooling 10 05 OS 4 03 

Religion (Buddhist‘o Buddhist) —23 v0 UMM ~ 0 Ad - 04 

‘Tortured (yes te) 52 Nn 4° 3 AR 20° 

New of PST syngas ar ‘3 13° me «M2 20 

‘Torture < No. of PTSD symptoms® 48 06 9° 16 4 ll 

No. of depressioa syinplortis oth) 2 15” a @) wy 
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Nore TSU indisales Dstt postewmusc Siressdisarder Faaepe was significant! for euch siep for both regression 


arin lyst, 


92? — 028 for Step | of Rewressiom 1: R? — zit far Siep | uf Regression 2. 

AR? = .039 for Step 2 of Regression 1 AR? = 078 tot Step 2 of Regression 2. 

SAR? — 090 for Stop 3 of Reeression 1, AR? . 118 for Step 4 of Reeressica 2. 

TARY — O06 for Stop 4 of Regression 1; AR? — G096 tor Step 4 of Regression 2, 

“The interaction between tecture and PTSD was caloulated by entering the prodnct uf the Z seores af the variables, 


tomture and number of PTSD) symptoms. 


Par a O14 for Step 5 of Rearession 1: AR? 019 for Step 3 of Rearession 2. 
SCorrected sore. Itents covering weakness, headache, and palpitaticas were excluded fram the HSCL-23 anxutty score 


Les are endogeneny with sumnalic corrgulants, 
"p= 48. 


and unexplained complaints. However. as somatization 
has been associated with presence of multiple com plats 
in diverse areas of the body (Eseohar et al, 1987), our find. 
ing that number of PTSD symptoms predicts number of 
organ systems ir olving complaints contirms our clinical 
mmpression that many of these complaints are medically 
unexplamned. 

Our study ss also lanted becuuse of the absence of 
relabilty data on the PTSD assessment by the general 
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physicians. who received only 1-day training in PTSD as- 
sessment. Given that validity is limited to the extent that 
measures rehably assess what is berng measured, this is 
a serious limitation and our findings need therefore to be 
interpreted with caution. PTSD Criterion A assessment 
would have benefited from inclusion of a systematic as- 
sessment of refugee trauma events, such as that inoorpo- 
Tated m the Harvard Trauma Questionnaire (Mollica ct al, 

1991), The fact that torture was self-reported may have 
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increased the proba bilty of lype U error, causing a bias 
against hnding significant differences berween the groups. 
However, we did find signiticant ditterences, indicating 
the robustness of our findings. The study involves DSM- 
HT-R criteria (APA, 1987) hecause the preparations tor this 
Study started belore publication of DSW! (APA, 1994} 
-Amajor strength of this work is that our sample represents 
the population of tortured Bhutanese retugees. With very 
few exceptions (¢.g,, Mollica et al,, 1993), refuuree studies 
have involved selected samples of people who managed to 
find refuge mm the West or nonrandom samples of refugees 
ving in low-income countnes. because of the logistical 
difficulties of collecting information in low-income coun- 
tres, population-based information remains sparse. 

The present findings do not necessarily generalize to 
torture survivors [rom other vultures and societies Culture 
influences somatic camplamts in various ways, including 
explanatory models, previous illness experiences, help- 
seeking behavior, occult oanic diseases o¢ nutritional de- 
ficiencies, persistent feelings of physical vulnerahility, and 
local schoms of chsiress [Kirmayer, 1886). Morvover, cul- 
ture likely influences both the nature and extent of PTSD 
(Marsella, Friedman, Gerrity, & Scurfield, [9). 

In conclusion, regression analyses identified a strong 
association between somatic and PTSD symptoms, inde- 
pendent of amiely and depression. among relugee sur- 
yivors of physical torture Our findings support Baker 
et als concluston that physicians should screen for PTSD 
symptoms when treating nonspecific somatic complaints 
of persons who have heen exposed to severe stress (Raker 
etal, 1997) 
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Forensic evaluation of sequels to torture — 


Thomas Wenzel 


Purpose of review 

In recent years, seque's to tonure as a specific and frequent 
form of social violence have became a major focus of research 
and clinica’ practice. A shift in attention from physical to short 
and long-term sequels has been followed by a large eumber of 
studies that have demonstrated sequels to be high'y prevalent in 
Gifferent populations and that the scale of the problem has been 
underestimated before. The review focuses on forensic aspects 
of political! torture. | 

Recent findings 

Studies pudlished over the last years are characterized by the 
increasing use of structured criteria and interviews, but also by 
a growing understanding of torure as a ohenomenon that is 
embedded in other negative lve evenis and culture dependent 
reactions that might cantripute to the severe suffer'ng of many 
survivors, Ths makes forensic evaluation but a'so rehabilitation 
a complex.challenge, Epidemislogca! studies underline that 
torture and persecution-related sequels are partly covered by 
the post-traumatic stress disorder concept, but a too narrow 
focus on the combination of this causal link and torture as an 
isolated act might net da justice te al facters. The ack of 
integration of psychological with osychaphys ological imaging 
and somatic findings reflects the present focus on 
epidetiological approaches that are necessary for a cuture- 
sensitive and community-orented agpraach ta support the 
“victims, Out require an additional focus in future forensc 
researcn. 

Summary 

Forensic evaluation of sequels to torture is sill a developing 
field in spite of excellent recent studies. Psychiatrisis ust be 
cateful to avoid ratraumatization acd respect the survvar, whie 
following an open approach to the posskle complex physical 
and psychological sequels that cannot be recuced to a simple 
universal medel. | 


Keywords | 
post-traumatic stress disorder, torture, forensc psychatry, 
refugees 
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Introduction 

Torture has developed to be a key case example for the 
development of cisurders alter extreme socia! vielence, 
As a result of its far spread mse in a majosity of countries 
worlwide [1], it could be seen as one of the most 
imporrane menral healch ‘hazards’. ‘The intention ro 
fighten, punish or impait che self-esteem and assertive- 
ness of survivors and their social environment, creating 
long-term psychological sequels. are impartant aspects 
that separate torture from. other severe stressors. 
Forensic expertise can be sought in critical areas, bur 
reqintes special cate to be taken, 


Definitions 
In veneral, definitions of what is covered by the term 


‘deoend on rhe framework of reference. which is usually 


restricted ra the tomure committed by government 
representauves wr that used in a politeal context. The 
term “corture” in Che broader linguistic sense 1s aisa 
lrequently used in other contexts, as in ‘civil’ soem 
violence. domestic violence and child abuse. ‘lhe laws of 
mosr connmes ang inremmarional asrecmenrs such as the 
United Nations Convention |2] restner the expressive 
use of che word rm the former deAaninons, which wil) aiso 
be used in the following azucle, although sequels mghe 
be at ieast partly similar. In practice, physical torture ts 
usually combined with psycholog:cal torture [4]. It might 
be aored thar ‘testure is permissible unde: ne circum- 
stances whatseever {2.4]. 


Forensic expertise can be necessary in the case of the 
cecumenrarioa of abuses of in tecompensarion, which is 
often difficult to attain. It is also frequently used in the 
case of asylum procedutes eo establish “justified fear of 
pessecudon’ and to evaluate possible impaument dunng 
leval provecdures [5], 


Sequels 


Since carly pioneering studics and papers on the sequels 
of concentration camps [6], persistent psychiatne sequels 
have been demonstrated in a series of studies with 
survivors of differenr situarions of persecurion and carnure 
(3.5,7°°.8"], The introduction of a clearly defined concept 
— post-traumatic stress disorder (PTSD) = for trauma- 
related sequels, first in the Diagnostic and Statistical 
Manual of Mental Disorders TH [8], hes been an 
importane but also a limiting step in empirical research, 
In contrast 10 unspecific symptoms of depression, 
somaroform and anxicty disorders also abserved in most 
vietimes [3.7%], some of the PTSD claster symproms, 
especially selective avoidance, intrusive symptoms of 


conerete events and trigger-specific psychophysiological 
renctivity, are directly linked to specsic eXpenences. 
’['SD is also a cauma-specific disorder, as it is not 
usttally a resulre of everyday stscssors. Orher sequels chat 
can he seen as characrenstic for social violence bur are 
not part of a specific disander include paradoxical shame 
and guile feelings in victims, resulang from different 
sinuzrional faceors and behavioural changes. 


Methodological development and limitations 
in the diagnosis of sequels 

Standardized interviews bue also questionnaires such as 
che Harvard ‘I'rauma Questionnaire [10], which covers 
rorture-rclated I'T'S1) and associated symproms, incind- 
ing shame and guile feelings or the more general 
Hopkins Symptom Cheeklist 25 [1 1[, have become a 
standard in research and are available in culeure-sensitive 
rranslarions {12]. 


However, forensic psychiatrists should also be aware of 
results from qualitative and ethnological research to 
avoid inadequare generalizations and a too narrow focus, 
as demonserated by, among others, Yan Ommeren and 
calicagucs [7",13°*]. In several smidica, fem groups ate 
added of omitted to reflect cultural perce prions of raiuma 
aod symptoms of distress [14*}, Suffering char reflects 
complex and culmrc-dependene reactions and mighe also 
he of major imporrinee for social adaprarion and quality 
of life is not covered hy present standard instraments 
(13°), Evaluation in chis area therefore depends mainly 
on clinical judgemene and experience, Under special 
circumsranees such as forensic evaluarion in a cross- 
culmea! setring, adviee from experts ftom a specific 
culture will be necessary to avoid errots. - 


Although several carlicr effors have been made to 
standardize the documentation of physical sequels [15}, 
similar guidelines are still under preparation far psycho- 
logical seryuels. 


‘The need for a precise neurological and neuraradiologi- 
cal assessmene in the face of a high prevalence of brain or 
peripheral nerve trauma, and alsa the symptom averlap 
of neurological symptoms with PTSD and affective 
disorders, has been seressed by several recent reviews 
16°17"), hue is rarely taken ineo accoune in research. 
Frequene romire-rclated events include blunt ar pene- 
ragng head trauma, asphyxiation, malnutrison and 
disturbed electrolyte balance. All can fead to heuropsy- 
chological impairment, followed by short or long-term 
secmels. inchiding post-concussional syndrome 6°17}, 


Prevalence of torture and predictors of 
sequels 


Basogin f ai [3], in an cartier pioneering study, 
described a cnmplex set of factors besides the physical 
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severity of forme such as the presence of peti 
psychological frarnework of reference. Impact an gr 
support after the event itself appears to intlucnee ¢ : 
prevalence and intcasity of ‘the symproms (3). with 
different importance for PTSD and anxicry/depreasion. 
PTSD diagnostic crireria were met in 33% at sometime, 
18% suffered Gom present full PTSD, but partial PTSD 


was presenc in a larger group. 


Whereas research on asylum sockets [8*.18°*] indicated 
that several factors such as help-secking [19], sex [7°*1, 
and post-erauma factors including exile ; (20). might 
influence reported prevalence ranes, increasing arrention 
has been paid eo larger samples of risk groups either srill 
in the country of origin of in the post-war areas [21-23°]. < 


Van Ommeren ef af, [7%] and Shresta «f af, [24] have 
published resulrs trom a major smdy with Bhurancse 
refugecs in Nepal. Shresta «f af. [24] found rercure to he 
the most important predictor of anxiery, depression and 
PLSD in 526 rortured individuals, using an age and sex- 
matched group of non-toreared Bhutanese, as did Silove 
at al. (8*] in a sample of 107 Tamil refugees living in 
Australia. Shresra «¢ a. [24] alsa noted lower tates of 
sequels in religious {Buddhist} subgroups of the sample. 


Similar to orher smidics [5], Shresra ef a/ [24]- found a 
high ICD-1 PTSD life-time prevalence rates of 73.1%, 
affective disorder in 35.6%, generalized anxiety disander 
in 20.6%, and specific to this study, persistent pain 
disorder in 36.2% and dissociative disorders in 19.4% 
with significantly lower cares in the non-cornired refugee 
sop. The finding :lluscrares, rhar ar some paine in the 
longinidinal development, probability is high thar a 
surviver will develop some sort of anxiety disorder, 
mainly I USL, but also other less specitic disorders and 
thar the use of 2 hroader diagnostic approach uncavers 
disarders rhar might refiece more complex reactions and 
also the earlier concepts of post-traumatic conversion. 


Le Jong # al, [25**] demonstrated rormure to be a 
predictor of psychiarric symptoms in three out of four 
samples taken from different post-conflict regions; other 
predictive factors differed from region to region. 


Special issues in forensic psychiatric 
assessment 

Memory disorders and impaired artenrion are part of 
PESD, but also present in affective disorders, anxiety, 
brain injury, clectrolyte imbalance, and protective coping 
strategics sich as dissaciation, which have been demon- 
strated to be freqnenr in survivors and muse he expected 
in an evaluation. ‘I'he often-intentional construction of 
torture strategics that arc designed to confuse, give 
wrong information, or create disorientation in time and 
Space must also he seen a8 a special handicap in getring 
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an unequivocal or complete report on events, Efforts w 
discredit the survivor and hide atrocities can vontribute 
to difficulties of later assessment [26], Impaired memory 
revall can therefore be a major obstacle tw history taking 
and legal procedures, buc is also an indicator of sequels 
in cvaluarion. Collateral-reliable dam, such as service 
records in Vietnam veterans, might be difficulr to obtain 
iN survivers of romere. Recent smidics indicared rhar 
neurophysiological assessment of the power spectral 
electrocardivenmn (27) or ther psychophvsiological 
parameters (28*}] might be helpful in PTSD assessment, 
but ne studies have yo far been published with regard tw 
torture, Assessment would in this case evaluate un- 
specific hase-line and move specitic seripe-relared acriva- 
tion. Advanced techniques in neuroimaging such as 
adapted posiaen cussion tomography (PET) apphea- 
tions could demonstrate PTSD-related changes [29°]. A 
polychagnostic approwh might sal] be the best approach, 
but also leaves issues unresolved, and could lead w 
undue stress or re-traumatization in the patient, which 1s 
a kev issue, as many enviromental or situational factors 
such as instruments, questioning, or even closed doors 
can criceer PTSD symproms. Doctors are also frequently 
involved in torture ur are seen as state agents, and are 
therefore not to be trusted by many patients [39]. 

In spite of the well documented prevalence of torture 
and its sequels. victims of violence, not only of torture, 
frequently face denial and disbclicf [26]. In ous opinian, 
the credibility issue should be carefully considered in all 
cases. following the cthical principle of “primxm non 
nocere’. The many possible reasons for the impairment of 
iemwry or concentration underline the nee for a 
comprehensive evaluation using data on the region and 
social backyround, physical Endings, and all dacs that ilu 
not put an inordinate amount of stress on the SuTVIVOS. 
Simulared or aggravated protiles are only to be expecicd 
under special circumstances, as the stigms atrached ra 3 
psychiatric diagnosis and. the lack of exposure Ww 
information about sequels in most councrics males ie 
an improbable option. Montgomery af. [31] demon- 
strated that reports of survivors van be highly reliable in 
key areas of reported torture. Other studies listed above 
incivate underreporting 1m Inay survivors [7°19]. 


In transculniral settings, care must also be raken in rhe 
use of manslators. Translators can distore informanan, be 
yeep as oF act ay representatives uf persecuting gover 
ments. and can also be vicrims of vicarious rraumatiza- 
on. The fear of disclosing shameful expenences. 
especially rape and other forms of sexual torture can 
lead to incomplete reporting, especially in cules in 
which known victims of mpe are stipmatized oF 
persecuted even by family members. In sex-related of 
sexial torre, the forensic psychiarrist mighr have ta be 
of the same sex to foster trust. 


People's Watch 


Children as victims of torture 

Even children are tortured, as shown by Petersen and 
Wandall [32], bur are also even more frequently 
witnesses, and therefore suffer inditecr traumarizanon, 
as Montgomery and Poldspang [33**] demonstrated in 9 
study with 311 refugee children fram the Middle Kast. 
Although torure sequels in childten can be differen 
from those in adults, and trauma-related sympwwmis take 
different torms compared with aduls in childhood 
trauma, few ather rescarch publicarions have so far deale 
with che issue of evaluation. Forensic evaluation and 


treatment programms should prohahly be more aware 


of the needs of children who ate direct and indirect 
vieums, The impact of torture in this context inust also 
beseen in families and rhe second generation, 

Pain 

Chronic pain is a further aspect of tormue sequels in 
which detailed information and understanding are snill 
lacking, probably hecause of che hererogencous range of 
ratrure rechniques applied. Physical and psychological 
levels of pain are frequently linked and are difheult to 
distinguish in practice. Pain in evaluation or rehabiliw- 
dion could be a trigger for aauma-related fashbacks. 


In one of the few studies so far, Thomsen et a/. (34) 
cxamincd 1% male survivors of rortare presenting ar 2 
specialized trearment centre. Whereas all patients 
suffercd from nociceprive and neuroparhic pain, ncuro- 
pathic pain was related (0 four specific common. forms of 
turture (Palestinian hanginy, fulangs, beating and kicking 
of the head, and positional wrture). Palestinian hanging 
was associated with brachial plexus injusics. 


The role of physicians 

Physicians are frequencly in a difficulr situation that 
might confice with professional standaras, Alchough the 
direct involvement in the development and application 
of physical or psychological wrture 1s usually seen as 
clearly unethical [4], other situations such as asvlum 
hearings and forensic expertise on survivors arc critical 
arcas. Open or indirect prejudice or exrermal pressure 
might compromise physicians to avoid adequate ¢xam- 
inarians ar trcarmenr, even when na direct physical 
danger to the physician is involved, as demonstrated by 
Petersen ef w/. [35°] in a study on alleged torture int 
police custody in Spain. ‘The examination of injuries and 
practivey suggestive of torture by police ur govermment- 
employed physicians should therefore be controlled by 
independent physicians sclected hy rhe dcraince ar his 
legal aid. 


Treatment 

Treaunent before or supporting evaluation might be a 
special need that must be addressed to avoid re- 
craumarization and also no permit enhanced memory 
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recall, avoiding distortion by psvchological defence 
pattems in some cases. In spire of several descriptive 
and case reports [36,37°], controlled outcome rescarch is 
sl] nearly non-existent with regard co the sequels of 
torture. Exposure, cognitive behaviour therapy [58*). and 
selective seroronin re-uptake inhibitor antidepressancs 
[39] have been demonstrated to be effective in the 
treament of PTSD after social violence, but che 
complex nature of torture-related and unrelated factors 
might require adaptations in the treatment approach. In 
an interesting buc limited single case seudy with a torture 
survivor, Fernandez 2 af [37°] demonstrated 


pre-treatment regional cerebral blood flow with in- | 


creased activity in the cerebellum. precuneus and 
supplementary motor comex. The changes nomnalized 
after the administration of a selective scroronin re- 
uptake inhibitor. 


Testimony therapy, as published recently by Weine ef a/ 
[40], can be scen as being related to forensic procedures 
in cteating a witness statement against the perpetrator, 
based an personal experience, and scressing the dignity 
of the survivor, 


Conclusion 

Tornure itself consists of heterogencous psycholagical 
and physival stressors, which are usually intended to 
cause short and long-term suttering in different forms. 
The large number of factors found in the different 
aspects of this probably mose cmel form of social 
vinlence have been well demonstrated in recent studies, 
and must be referred to in forensic psychizery. Future 
research is needed especially with regard co the use of 
neurophysiological and neuroradiological assessment, 
but also in a more comprehensive model of sequels 
reflecting the culrural expression of suffering and an 
extended concept of post-traumatic spectrum disorders, 
As torture and the situation of survivors are frequently 
embedded in critical political situanons. the role af the 
physician has to stand up to clearly defined ethical 
standards. Besides the possibility of being a collaborator 
in the act of torture or the covering up of sequels, 
psychiatrists conducting forensic assessment need to 
fake special care and respect to avoid re-traumatization 
or insufficient findings. 
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Stability of recall of military hazards over time 


Eviderce from the Persian Gulf War of 1991 
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It is known that there is an association 
berween traumatic «vent reporting and 
nevative health vutcomes, particularly 
posttraumatic stress disorder (PTSD) 
{Kaylor et al, 1987; Brewin et af, 2000). 
However, establishing the nature aad mag 
nitude of this associanon has been difficult, 
resulting in very different estimates. Mast 
stadics of the link between adversity and 
health are ceosssectional and rely on 
retrospective accounts of events and 
circumstances. There is consensus that 
resrospectevery recalled accounts of trauma 
ate problematic, and petentially subject to 
a variety of recall biases, but there ws no con 
sensus as to enther the site of the problem or 
its urpheations (McParlane, 1988), 

Several studies have looked at the re 
fatconship between retrospective recall of 
exposures at several time poets and their 
relationsmp te health outcomes, maily 
PIS. We have conducted a large-scale 
longitudinal study of the health of UK mili. 
tary personnel, based on three cohorts: 
those who saw service in the 1991 Perman 
Gulf conflict, those who were deployed on 
peacekeeping operations in Bosnia berween 
1991 and 1997, and those who were in che 
forces at the time of the 1991 Guif conflict 
but were not deployed (Unwin ef ad, 1999). 
We now report on the results of a follow-up 
study, in which the same questions abmut 
specthe mulitary exposures related ro the 
deployments on which the respondents 
had served were asked again, In this paper 
we examine the comestency of repornng 
of military tranmas and hazards over the 
period. We also look at the predictors of 
any observed change in recall of traumatic 
events, In particular, we test the hypothesis 
that psychological distress prospectively im. 
creases the recall of rraamatec ewents and 
hazards ower ame, Ths study is unique in 
that it permits the comparison of exposure 
consistency for both the Galf War and che 
Rosnia deployments. We sre thu: able to 
Compare the recall of miliary exposures 
feievant te both hebring and peacekeeping. 


METHOD 


A follow-up desenptive study examined the 
beaith status ot a stratified sample af parti- 
cipants who had completed the first phase 
of the King’s College London epidemio- 
logical health survey of military personnel 
(Unwin et af, 19991, The onginal study 
took place in 1997, which was 6 years after 
ibe ead of the Gulf War, and 5 years after 
the start of the Bosnia deployment. This 
survey was succecded by a series of detailed 
clinical case-control stadies (stage 2; David 
et al, 2002; Higgins et al, 2002; Sharief et al, 
2002}. The fullow-up stucly, stage 3, took 
place in 2000 and 2001, approximately 3 
years iater. Daring the fotlowe-ap stucly, 
participants were asked again about spect 
fic military exposures related to the deploy- 
ments on which they had served. In this 
paper we compare responses between the 
two large epidemolonical surveys of the 
sam personnel ar stage 1 and stage 4. 


Participants 

The Larges group was a sicatified sample of 
the cohver whe completed the stage | 
Heath Survey of Miliary Personnel 
(r-8195). This cohort consisted of chree 
groups: personnel who served in the Persian 
Gulf region between 1 Seprember 1990 and 
¥ June 1991 (the Gulf Cohort); personnel 
who had served in Bostwa berween 1 April 
1992 and 6 February 1997 (the Bosmia cu: 
hort}; and personne! who were serving in 
the armed forces on | january 1991 bat 
who were not deployed to the Gulf confer 
{the Era cohorti. Special forces were ex- 
cluded for security reasons. Two strati- 
fication variables were used: fatrene and 
gender. 

We were primarily interested in exam. 
ising the health of Gulf veterans. Ad stage 
1, Langue, aloeg with being strongly asso- 
ciated with other health outcomes mea- 
sured, was one of the most consustently 
repored symptoms in Gulf veterans, and 
was oor a pmor principal entcome mea- 
sure, and the basis tor the stratified sample 
strategy. in oder to enmure that the most 
severely ill were well represented, all male 
veterans with a fatigue score of 9 or more 
(S11 Gull, 115 Bosnia and 120 Bea were un 
cluded). A 1:2 sample ot male Gulf vererans 
with mid-range fatigue scores of 48 i484 
vererans} along with all Bosnia vererans 
(r--333) and Era veterans (97-164) scoring 
in chis cange were selected. Finally, a 1:8 
sample of veterans with farwue scores less 
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than 4 was selected in order te represent 
asyispromane individuals (250 in each 
group). All female veterans who complered 
the stage ‘| questionnaire (1648) were 
cantacterl, as women were reemamoled in 
the ongival cobor. This also allowed us 
to look for any gender differences in 
follow-up variables, ‘The total sane size 
was 4922, 

E:hical appoorals were obtained for all 
stages of the stady. All respondents at star 
| gave signed consent to laier follow-up, 


Questionnaire 

The questionnaire maioly replieared the 
measures used at stage 1, including deme- 
graphic details (age, geodee, mantal and 
educational status, aleohol and smoking 
habits), chron fatigue scale, merical 
symptoms (50 wents', sel! repuzted medical 
disorders (39 ‘teoss), the L2iem General 
Health Questionnaire {Golcberg, 19721, 
and the Jivitem Medical Ontennres Srady 
Short Form |$F 36) sub-scales foe physical 
health, hestth perception and functional 
capacity (Stewart et af, 1988). 

As cetailec! in the original study report 
(Cawia ef al, 1999) we created! 4 brief mea 
sore labelled! ‘post-rraumatic stress mac- 
tion’ {PISR}, ‘This was embedded ia the 
wider questionnaire becanse we did not 
wish to have ap uvesr PTSD wale, given 
the social contest of “Golf War syndrome’ 
al the time among the UK service cone 
manity and alse because cf the need tu keep 
measures to a minimum. Fal! details ef this 
are contauwed elsewhere, bul im essence ul 
consisted of four simple stem quesnions cov- 
ening the baste psycbopatholoyical features 
of PTSD (Unain ef al, 1999). 

Military exposure history was investe 
gated using the same checklist as at stacy 
1, again tatloced for the appropriate de- 
ployment. [n practive this mest thar rhe 
Bosnia and Era groups were not asked 
about the following exposures specific to 
the Gulf War: smoke from oil-well fires; 
mustard gas or otber blistering, agents; hav- 
ing a Sew missle explode in the air or on 
the ground within 1 auile; beacuse chemical 
alaems siupding; sod chenicalinerve gas 
attack. The questionnaires were tailored av 
cording m whether the participant was «till 
in service or nol, as asvetiaimed al stage 1. 


Analyses 

The celiability of the responses foe earch ex- 
posure at the nwo time points was quanti- 
fied by the kappa statist, which is a 
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Measnre of the degree of non-randem 
Agfeement between mieasurenients of ibe 
date Colegoncal vanable, Hf the camasures 
ments auroe moce oftva than expected by 
chance, & is pasirive; if agreenment is cem- 
plete, k is 1; uf they disagree more ofiea 
than expecta! by chance, « is negative 
(Last, IY9S, A pained tea was used to 
wxnmine the number of endorsed exporures 
al the two une points, 

We tallowed che same analytical ap- 
proich ©O expasure deasurenients aver 
hwo Lie patois as Southwick ef al (1997), 
For vach of the exposures asked abut, 
vanables were vated indicating whether 
the exposure was: 


ia) always endorsed at both time points 
YY); 


(h} never endorsed ar etter time pom 
NN}; 3 


lel endorsed at rime 1 but ni longer 
vadarwe at time 2) be. no longer 
endorsed (YN3; 

idl net endorsed ar titre 1, later te be 
encarsed, i.8. newly endorsed INY1, 


Risk factors toe aumbee ol newly endorsed 
an ne longer endorsed exposures were ex- 
plored by examining their median and 
intecquartile range (IQR). Change in bealth 
status was examined by creating 3 change 
variable (stage + minus stage 1) for each 
health outcome. This was then used as the 
dependent variable when exploring the ef- 
fect of newly endorsed and nn Jenger en- 
docsed expasuces on health regarting over 
time. The data were analysal asing the 
Statistival Package for the Sucial Sciences, 
version 1) for Windews. 


RESULTS 


Address infornation was not available fesr 
13 of the original participants. Valid 
responses were obtained from 2370 (72%) 
participants; 907 Gulf {response cate 
73.0%), 63% Bosnia 670.2%), 442 [ra 
ib%.9%' and I82 Bosnia and Gulf 
(79.4%). There were 246 (7.4%) cefusees. 
Qwing to che absence of an accurate ad» 
dress, 259 (7.8%) never received the ques- 
tionnaire, despite three mauling artempts, 
giving arrue cate of 78% (Gulf 79%; Bosnia 
77% 5 hea 6.0%5 Bosnia and Gulf 82%), Par 
the purpose of analysis participants who 
had been deployed te both the Galt and 
Basnia were combined with che Gulf-only 
gronp, 1 it previous analyses of this coho 
(Unwin of al, 1999, 2002; Ismail ¢? ul, 2000; 


Reid et al, 2001). Table 1 gives the distri- 
bution of demographic vasiables in the 
160 stucl» Cohorts. 

The o-van sumber ot reported expo- 
sures significantly increased over time for 
the Gulf cottort (Table 2), but the increase 
in the Bosnia cohort was moiest and non 
significant. Ube Pearson correlation berween 
the number of reported events at both sime 
points was low fue both che Gulf cohort 


Table | Dumographéc verinbles hor the Gull anc 


Boanda cohorts 


ions REeEEEEenmeneenemeeennen at 


Gulf Bosnia 
6 (0 
Gender 
Male 900 (82.5) 477 (74.8) 
Fomale 189 (174) 161 (25.2) 
Ags (year's) 
Under 29 b =D 194 (304) 
30-34 325 (29.8) 22) (346) 
45-39 321 425.5) 109 (17.1) 
40-44 224 (204) 72 {11.3) 
Over45 219 (20.1) 42 (4.6) 
Mantal status 
Marned 7% (67.1) 358 (56.8) 
Living with garner 1G {10.0) 64 (10.2) 
Never married 122 (143) 939 (261) 
Separated 53 (49) 29 (46) 
- Divereed 69 (64) 4 (73) 
Widowed 4 {04 0 0 
Alochal use [unets/week) 
None ISI (14.0) 48 (7.6) 
Pa 27h Q2S.y 4P (23.6) 
4-10 IH (304) 199 (305) 
Hl 20 197 {18.2} 142 (22.5) 
~ 2-30 9 (92) 6 (100) 
0+ H (29) 30 (48) 


Table 2 Charges in mean qumber of exposures 
ever time reported by the Gull snc Borin cohores 


Stage Exposures fn t r 


(mean) 
Gulf 
| 10.7 toed 
SP? 1.66" 
;] Ws 1089 
Bosnia 
| 7A j 
107 OSr* 
j 13 an 
+ 00K 1. 029. 
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Table J F requecxy of recall categores for each exposure in che Guif anc Bosnia cohorts 


Gulf 

Srecke [rom ail-weell fires 
Handbed POW 

Srnall arms fire 


Scud méssile exploding withen | mile 


Dismemnbered bodies 
Burning rubbish: facees 

Maimed soldiers 
Dieses; petrochemecal fuel on skin 
Witnessed anyone dying 
Dead animals 
Combat-related injury 
MBC suits 
Heard chemical alarms sounding 
Depleted urancum 
Chemical /merve gts atracx 
Other paints; solvents 
Pesticides an clorhing bedding 
Feed contaminated wit! smake 
Artiliery close by 
Persanal pesticides 
Local food 
Exhaust fron heaters generators 
Diese? petrechemécal fumes 
Meat ines 
CARC paint 
Bathed in local pond/river 
Bathed indrank local water 
Mustard gas 
Bosnia 
Small arms fire 
Witnessed anyone dying 
Artillery close by 
Dismnembered bodies 
Maimed soldiers 
Diese! ‘petrachemical fuel on skin 
Bathed in local pondiriver 
Heat illness 
Dead animals 
Bathed in ‘drank local water 
Burning rubbish faeces 
Food contaminated with smoke 
Local food 
Other paints/solvents 
Mandied POW 
Exhaust from heaters) generators 
Pesticides on clothing Bedding 
Diese petrochemvcal fumes 
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caeee occmmenees segecae 


Recall category 
YN 

(%) o (%) n (%) " (%} 
(70.8) 23 (2.3) 208 (ut) 5? (5.8) 
(46 8) 33 (60) 382 (38 8) 83 (8.4) 
(16.8) 40 (4.1) 708 (720) 970 (7) 
(25.2) 6 (6.9) $74 (0) 74 (77) 
(549) 90 (21) 280 (283) 7% (77) 
61.7) rT (a4) 286 (295) Ol {0-4 
(411) BS (86) 29 (87) 4 = (6) 
(46 8} 80 (8.3) UB (30) 3H) 
(13.2) 53 (5.8) ™m qs; 94 (94) 
(26.4) 104 (10.6) 4% (504 89124 (RB) 
(3.8) 28 (28) 899 (698) 9-36 (36) 
{83.2} n (4.0) 62 (63) 64 (65) 
(69.8) 6? (69) 104 (128) 102 (105) 
{19.2) 12 (2.1) 672 (740) FB.) 
(62) 28 (3.2) 718 (827) 66 (76) 
(41.9) 82 (8.7) 790 GO7) 16 (1B6) 
(26.6) B4 2) 44) (46.7) 166 —{76) 
(15.0) n (7.8) 588 (634 127 (7) 
{18.3) 97 (9.9) S66 (S78) 136 (139) 
(54.5) 83 (8.7) 189 (199%) 160 = (168) 
(47.3) 124 (13.1) 736 O49 8699s (147) 
(64.3) 63 (6.5) 128 (33.2) 1S (160) 
(74.7) 55 (5.7) 93 07) 4 Ry 
(1.8) nS (16) 678 (685) 87 = (BR 
(17) él (66) 500 (42) «198 (LS) 
27) 38 8) 8) 
(6.0) 57 (60) 753 (789)? (91) 
(02) 12 (1.3) 876 (5.5) (2.7) 
(347) 57 (8.4) 31 (1) 8973 (08) 
(12.5) 23 (4.1) 508 (746) 60 (8% 
(18.6) 50 (7.3) 444 (45) 65 (95) 
“— & (27) 337 (49.8) st (12.0) 
aif) s7 (8.4) 390 S75) 84 (try 
(45.9) 59 (88) 202 Gh wm (52) 
(13.2) “0 (8% 462 (85) 63 (93) 
(7.2) 5! (7.5) 54 (79.3) al (6.0) 
si. 7 (99) 246 (64 88 
(6.1) ” (5.9) $45 Ce) an (7.0) 
(41.0) 100 { 149) 1398 (296) 7 (145) 
(6.1) 26 (39) 537 (98) 8 
641) Rr (10.8) n7 (199) 08 aa 
(38.1) i) (2.9) 19) (28.5) 158 (236) 
(17.3) 8 (WL) 363 43) na (16.7) 
-_ $5 {8.2} “ (9.5) 9 (14.4) 
oa , OS) Sw) ay 

(71) 69 (03) 2D (7% 


Table 3 (continued! 


ES la 


Recall category’ 


YY YN NN NY 


eae reenenereensinasoestttisnmmemeenan 
neem 


Bosnia {cur timuest) 


Personal pesticides 206 


2 (31.0) 77 (1.6) 217 (32.7) 163 (245) 029 
Combat:rebted injury 14 (2.0) U7 (40) 596 (87.3) 4 (67) 022 
CARC paint 18 (2.7) i (47) $38 (81.5) 7 (NN) = 0.98 
NBC suits j (0,4) 13 (1.9) 604 (90.6) 47 (70) 006 
Dealeted uransurn ! (Q.0) 10 (0.5) 618 (98.4) 7 (0.2; O05 


CARC. chemical aseevt recist ane coating: NBC. nuckear. diofogical and chemical: POW. prisoners uf war: 


I. FY. enchorsed at both time pants: NN, not endorsed at ether tire point; YN, so loager endorsed; NY, not endorsed af tire |. endoried at tire 2. 


2 Deromestor ised for perrevtagas & tora! n for asch exposure 


and Bosnia cobort (r0.66 and 0.87 respec 
tively). Table 3 shows the percentage re 
sponses af YY, NN) YN and NY, alimy 
with the © values, for each of the variables 
iw the questionnaires given ro the Gulf 
and Besma cohorts. fn the Gulf cohort the 
most reliably recalled exposures were: 
smoke fom vilwell fires {x -0.79), 
haadled pesoners uf was ik U7); susall 
arms fire (k—U.68}; Scud msaly exploding 
within 1 mile (K=0.67); and seeing dis- 


meatbesed bodies (x-0.64). For the Bosnia 


cobort the most reliably recalled exposures 
were: sural! arms five (k—-0.61); witnessing 
anyone dying (kK0.58); artillery clase: by 
IkeO.S7}; seeing dismenthered — bacies 
ikO.5S}; and diesel or petrochemical fuel 
on skin. Fer the 24 exposnres common te 
the tio cohorts, che Gulf cobort had higher 
® values tor ail exept 4 (bathed in‘drank 
local water; bathed in local pond'sivers beat 
ness; and witnessed anyone lying}. 

On average the Gulf coher had more 
newly enduesed (NY! than no longer 


Table 4 Trequenty of newty endorsed (ho to yes'] ned 00 longer endorsed [‘yws tz 1’) sxposire Fecal itt tv 
Gulf anc Bosnia coberts 


eee 
Number of changes Gulf Bosnia 


LL [EN EEESESSSSEESSSSSSSENSEESS annette eeeemeeneneeee eee 


vodorsed (YN) exposures (mean 
NY-2.50, s.d.-2.39; mean YN~1.80, 
s.—1.75), 9 pattem repeated in the Bosnia 
cohort (rreay NY 2.89, 6.4.2.6; mean 
YNwL74, sido 1.78) and indicating an 
veerall rise in the number of exposures re- 
called over tine (lable 4). ‘lable 5 gives 
the risk factors for umbers of newly em 
dotsed and ao longer endorsed exposures. 
Her the number ef na longer endorsed 
items, the most significant risk factor was 
serving Status, with those in service having 
a higher median value for ne longer en- 
Jord exposes than these net in servier, 
This pattern heli for beth the Gulf and 
Sosnia cobocts. For the wewly endorsed ex- 
pesures over ome, being male and younger 
were associated with higher median values 
for both the Gulf and Bosaia coborts, 
whervas living with a partner was ax 
crated with a higher median valoc in the 
Sania cohort any. 


9 200 (25.6) (BO) 9S 2B.) 93 {138) Table 6 shows ibe nrean changes in 
/ 261 = (25.9 204 = 420.3) 7 (25.8) 230 (879) health ourcemes for the Bosnia aod Gulf 
2 207 = (20.8) 1834 18,2) 142 {207} 4S 218) cohnwets and their association with newly 
3 8 (HL) SH (5.05 70 (102) = 10048) viata ar no longer endnrsed expnsures. 
4 oe #9 2% eg. For the pucpone-ol ie analjons, theme 
longer eadersed (YN! and newly endorsed 
‘ meters m= Hh pai oe (NY) exposire recall variables have been 
: ee RR. hE cscadded 10. Shia the \alled dincbalal 
7 6 (0.6) R (3.2) } (Ly) if (3.1) into one group. There was a pattern of in- 
8 _ o OM OD FM BO ceemsed tLe. iinproved) health perception 
3 1 (0.1) ee z (0.3; 17) and increased nn longer endorsed (ic. foe- 
10 2 40.2) § = (0.8) t (03) 1 (2.1) gotten} exposures over tine in the Gulf 
W - 3 (83) - 5 (0.7) cohort, which way not replicated in the 
12 ) (0.t) { = (0.1) Bnwnia cohort. Conversely, there was a 
3 1 Ol} 1 =(QN) ~—s pattern of worsening health perception 
4 : 1 qo) and increasing new endorsement af expo- 
15 2 (02) sure variables over time io the Gulf cobort 
1 (or) Pp . hut aot the Resnia cohort, There wax no 

16 
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discernible pattern of association berween 
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Table § Assocation between demographic factors t1c exposure c'ange variables (YN, no lorger enccrsec, NY, realy } 


YN NY YN NY 
n - Median IQR P = Mediar §=(1QR ? a Median IQR Pp = Median «IQR P 
i <<< a eae 
0.35 0.02! 17 «< 
ar 839 10 8=—_: 4.08 30 0s « 3.00 $52 io = 3.0 30 - 300 
Female 167 10 ©6300 20 3.40 4 #10 200 20 200 ; 
Age |years) biz por 0.9 <00 
Under 29 0 : - 8 = 1.00 2.00 30 ©6300 
30-44 106 LO 8=—_-3.08 30 4863.00 272 i080 3.00 2.0 400 
35-39 199 10 =: 22.08 30 48=—-3.00 70203 20 300 
40-44 206 0 «©6200 20 3.20 7 10 = 20 0 8©6.: 3.00 
Over 45 95 20 200 2D 486 3.20 eo 1 3m 2D 0.4.5 
Marital status .6F ooF Oss 0.0F 
Married 667 LO 300 2.0 20 ye 200 100 
Livingwithpartner 1S 20 200 300s «4.00 . 15 a 30 30D 
Never married 2 0 8 8©=. 208 2002-3. 113 10 8=—. 2.00 20 48=— 400 
Separaced $0 20 200 20 4 72 10 §=©1.00 2002.95 
Divorced 6620 25D 30 6=— 3.00 4 10 30 20 ©6300 
Widowed ‘ 15 250 “ee. ; 4.28 D . e ‘ és 
Serving status 2.03! a.44! p.00' 0.68 
Still serving 4 600s 30. 380 46 20 3% 20 ©6300 
Not serving 643 10 200 oe. 300 25! 10 8©=—. 2.00 20 300 
IQR, interquartia range. 


|. Macn—Wihttney U text for rank ditereca. 
2. Kruskal--‘éails test for rank deference. 


physical healt, psvchulowical morbidity or 
PTSD symptoms iPTSR) and endorsement 
oc nomendocsement of exposures, for 
ether the Gulf or the Bosnia cohurt. These 
analyses were repeated for the Gulf co- 
hot, omittiog the five Gulfspecific 
exposures (smoke from url-well fires; 
mustard gas or other blistering agents; 
having a Send missile explode in the air 
or on the ground wishin 1 mile; chemi- 
cal/nerve gas attack; and hearing cherrival 
alsrms sounding), with ao difference in 
findings (Table 7. 

Table § shows the regression analyses 
results for the effects of newly endorsed 
(‘newly remembered’) and no longer 
endorsed = “forgotten”! «exposures on 
health, concrofling for age, gender and 
number of endorsed exposures at stage 
1. Foe the Gulf cohort, the total of newly 
endorsed exposures was associated with a 
reduction im health perception and im 
creased psychological morbidity, wherers 
the total of no longer endorsed exposures 
wes significantly associates! with improved 
health perception. This pattern was not 
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replicated in the Bosnia cohort (dara act 
shown! 


DISCUSSION 


We already kmow that there is poor agree- 


meot berween reporting of military events 


and centemporaneons records of the sare 
events (Keane ef al, 198%). Ia an ideal 
world we would have objective, indepen- 
dent. contemporary records of exposures 
and hazards, but this is rarely iif ever’ poss- 
ible, given the ‘friction’ of war, and che 
impossibility of montoring all hazards, 
both knowo and unknown, at the rime. 
Por that reason it is likely that self-report 
of hazards and exposures will continue ta 
be the basis of the assessment of the conse 
quences of war and mbstacy deplormems 
for the foreseeable future. 

Roemer ef ¢! (19°81 documented con- 
sistent increases in reports of exposure th 
seven specific war-telated stressors ove: 
time in a sample of 460 service personnel 
deployed te Somalia in a peacekeeping 


operation. These men and women were 
assessed in the first year after their return, 
and then 1-3 years Isrer. At the second 
assessinent PTSD sympvoms umquely con- 
tributed to reported exposure scores. 
Southwick ef af (1997) adminisrered on 
two occasions a 194rem wat zone expo- 
sure questionnaire and the Mussissippi 
Scale for Combat Related PTSD to S% 
members of the National Geard who 
had been activated tor Gulf War duty. 
They analysed the extent thet reeall and 
forgetting of exposures altered over time, 
and found thar the number of “no” to 
‘yes’ Changes was significantly and posi- 
tively cdlated to PTSD symptom severity 
at the larer assesument. in contrast, 
Bransen and colleagues, in 2 study of 
Dutch peacekeepers, did not find ether 
an increase im reported wems over time, 
Of an association between sumber of 
changes between the first and second 
assessments and symptoms of PTSD 
(Beamsen ef el, 2001). Meanwhile, ocher 
researchets have used the experience of 
the Gulf War to smdy consstency of 
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Table 6 yOUkK 
Mean dhange in healt! outcomes categorised by ne longer encersed ant newly endorsed exposures 
for the Borda und Gull cohewe 


EE 


Health Phy'sical health! GH PTSR? 
perceation 
Mean (sd) Mean (3d) Mean (6d) Moan = (ad) 
Gulf 
Total Q8 (2090) -17 (1600) -O8 (565) -—O2 (1.42) 
No longer endorsed (YN) 
0 ~O.9 (20.71) =—9.2 (1742) =O7 = (612) 0.008 (1,39) 
i Q6 (283) =1.2 (1454) -09 G75) -O2 — (1.49) 
2 Q2 (2040) -12 (1467) -10 (517) -O3 (1.34 
3 12 (Ol) 25 (482 OF (5.03) 02 (1.33) 
4or5 16 (2032) 06 (1972) 15S.) 08 (148) 
6+ 138 (19%) «2.9 I) = OO 6.06) MY 
pa 0.01 0.33 0.67 Oot 
Newly endersed (NY) 
0 38 (2282) -29 (159) -19 29) -24 (131) 
i 23 (2094) 003 (1558) «09 = 5.23) 4 (1,98) 
2 247 (1907) =1.7 (1492) 1S (503) =O (HSI) 
3 116 (7254) -22 (1897) -05 (634) -O.00 (1,43) 
4orS -1.27 {1886) -21 (15.20) = 0.04 5.90) = 2.05 (1.33) 
> -1S5 (7§4) -24 (15.60) -06 (6.01) ~.02 (1.59) 
pt <0.01 0.14 bat <0.01 
dosanic 
Total 20? (m256) -297 (IS76 07 4859) DF (18) 
No ‘onger endorsed (YN) 
0 18 (2227) SI (I8OH 04 (6.02) =F (164) 
i 2) (7220) 8 (15.36) FP (BUS) D4 1.63) 
2 22. (mary OF 43.19) 12 (634) - Ob (133) 
3 07 2als) 34 (1466) A BB} HO) 
4or5 44 2050) -31 (0512) -0007 25) 02 {14K 
a+ -0S (2674) 25 (1540) -20 (694) -O7 (1.67) 
Pp 0.56 0.93 ol oot 
Newly endorsed (NY) 
0 Q7 (2056) -O5 (1375) -13 (4.64) ~23 1.59) 
i 1S (2298) —10 (16.20) -D6 5.74) —G.05 (1.53) 
z 4h (21.03) 1.6 = (42.32) 06 6.07) ©3039 (1.49) 
2 -57 (24g) ~36 (1757) ~—06 (S82) 02 (157) 
4or5 44 (198) 49 (18 29) OS (6.28) 0.2 = (1.62) 
b+ 14 349) -39 (1574) -OF (24 Oa (1.89) 
e O.N7 0.31 0.2 4,05 


|. Posittwe value ivdigntas anprowarnes 1 reals, 


2. Gereral | Inaleh Questionnaire (GHIQ): posicive wae in 
1 Pou-trmumare stress reaction (77 SR) posites value ndemes incresss In symptoms. 


4. Nea-caruretric test for trend. 


dicates crease 1 paychologien! moe bicticy 


reports. of hazardeus ‘ionic’ exposuces 
over time (McCauley et at, 1999; Walle 
et al, 2002), but these studies did cat 
consider the influence of psychological 
variables on changing patterns of recall. 
We now consider two major findings. 
The first celaies to the stability of recall of 
military hazards, and the secons| coocerns 
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the direction of any observed changes and 
the influence of psychosocial factors on 
those changes, 


Stability of recall 
There was eelatively low agreement for 


reporting of war exposuces over time, as 


chown by rhe majority of expusures hav 
ing ak under 0.6. In general our findings 
are very similar to these af the oaly stucly 
that used a sircilar desiym to lank at con- 
sistevcy of cecal) in smallee numbers of 
US Gulf War veterans (McCauley et al, 
1999), When che questions thar we asked 
were alirost identical to these asked in 
the US survey, the consistency of recall 
was likewise similar, Heoce, in both stu- 
dies, reporting exposure to smoke frou: 
wil fires was associaced with youd eehabil- 
ity, hearing, Scuds detonaie was alse rea- 
sonably reliable, being avare of chenucal 
alarms sounding was moderately reliable 
as was believing oneself exposed to chemii- 
cal artack, whereas repurring drinking 
local water, exposare to chemical agent 
resistant coating (CARS! part aod expo 
sure to depleted uranium was very unreli- 
able io both studies, The cecall of 
deplored uranim exposure as partivalarly 
problematic in the Bosnia cohort, indie 
cated by the lowest « valve (0.05). 
Perhaps this is a reflection of the enor: 
memes publicity given to reps of cancers 
uvcurring in peacekeepers from several 
Curopean nations char happened between 
ihe wo phases of ow study. Likewtse, 
chentical exposures such as CARC paint, 
other paints/solvents and pesticides om 
cinthing‘bedding, were assisciated with 
the greatest aurnber of ‘a’ fo “yen” 
changes (creased cecall) un bah Golf 
and Bosnia cohorts, aud correspondingly 
low k values. There has alsu been intense 
media cencern ever all these exposures in 
the British pres in ire past decade, i- 
chiding, but nat resericted to, the milnary 
context. 


Change in recall over time 

Looking now at the gemeral pattera of 
change, previuus studies have shown that 
the mean nunther of events ceported over 
time can vither incevase (Southwick et al, 
1997; Roemer at atl, 1998; King ef af, 
2000) or stay ¢he same (Rramsen ef al, 
2001), Owr study produced an incteast 
in the number of events ceported over 
time in the Gult cohuct, bat ne signihcant 
increase in the Basnia cobort, What this 
lusteares is the importance of not 
assuming thar, all conflicts are the same 
in seems of their somal and psychological 
impact. Results in oe peacekeeping, ¢o- 
hort are similar to those of Grameen and 
colleagues looking at Dutch peacekeepers, 
and our Gulf results, although «different 


135 


Table 7 Mean change » health cixcomes categorised by newly endorsed anc no longer endorser exposures 
for geveric rvilitas y exposures in dre Guill cabo t 


LT 


Health Physical health’ GHC’ PTSR® 
aercencion’ 
Mean (sd) Mean (sd) Mea {sd) Mean (sd) 
Tet: 07 (2093) 16 {7l) O08 80} 02 (L449 
No longer endorsed (YN) 
0 O23 (N23) 27 (1632) 07 (6.52) 002 (1.47) 
| G4 (088 OB [124 OF (544) G4 = (4.45) 
2 ~O3 (2055) ~OB8 (1418) -99 (5.08) ~O03 = (1.35) 
) 23° (197) 24 «((1372) 08 (5.53) 021.30) 
tor 5 20 {2126 «LS (1988) dS SH 06 (1.53) 
6+ 183 = (19.30) 23 (1068) -15 (566) -D4 (1:09 
” 0.01 0.38 0.47 <0.01 
Newly endorsed (NY) 
D 28 (7225) -LI {M7} -12 (607%) -03 (149 
20 421.22) -O7 (1493) -14 (545) -04 21.48) 
1 7 (1864) -E (1542) -06 (37) -O2 (1.49) 
j “ld (2031) -33 (IBS -03 (594) ~O8 (1.4%) 
4or § ~l4 (@607) -30 (1618) -03 (609) 005 (1.32) 
br -I7 (2202) -13 (1491) -09 (693) -02 (1.52) 
ad «0.01 0.06 D.A2 3.01 


1, Pouitive valie indicates Imprcaement hi has th, 


2. Gerad Health Queen vie (GIO): patitive nba: indkowes meres in prysholegieal morkicrry. 
3 Posttrasmatic stress reaction |PTSR): postive value indic2tes Increase in syTrpeomns, 


4. Moo-pararerric rest ‘or crand. 


from thew in the peavekcepers, are 
similar co the findings of Seucherick and 
colieagues io US Gulf vetecaos. On the 
other hand, neither we aor Bransen ¢: 
al (2iX1) are able to confirm the sub- 
stantial increase in neporcing af events 
recorded by Roemer ef af (1998) in US 
peacekeepers in Somalia. Tewever, the 
US opecation in Somalia was hese: by 
difficulties, and involved sather more than 
peacekeeping, with periods of acrual 
erenthat. 

A second ceason «hy ihe literature is 
not entirely cunsistent is that previvus 
studies have Sven concerned with ether 
PARETaIAtC Type evemts and symprons, 
Oe store ‘toxic’ hazards, but rarely with 
both. fit oor Golf sradivs we have always 


coaversely uur measure of pust-traumatic 
SmN'Ss symptoms is leas saphisticaed. 


Recall of exposures and current 
health perception 


We foond an aseciation breween health 


pecception aod beth increased zepocting 
and also foryettine of exposures, hut this 
Was Mat true ef psychaingical marbidity 
or physical health. This assuciaon held 
for the Gulf cohort, bet net for the Bosnia 
cohort. In general we fynnd that the main 
Paltera of change was of increased repart- 
ing (‘oo’ to ‘ves‘) rather than forgetting 
{‘vex? en “ns'}, 

There uray be several explanations (oc 
changes in reporting of an event over Line, 


taken a beoader view of hazards and expo The recall af events mngbt simply become 
sures, incorporating exposures such as inflated peer time; crinversely, individnals 
Vaccigations, smoke trou: oil fires, depleted ich have uodevestunated their reports 


urs amd sy on, which are net treo 
Mate wW Ibe custouare use of the word, 
but certainly came to prominence ater 
the 1997 Gulf Wor. ‘This means thar 
we include! more measures of these 
kinds of haxnrds than che other stucbes, bur 
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imcally and later given more accurate 
appraisals, Over the specific icercal af this 
study, there was consudersble medis atren 
tioo to che Gall War and its possible bealth 
cies, No demit thie infortraticn vers 
incorporated io some lessee or greater 


degree inte the partieipanrs’ perspectives 
ow their experiences of the waz. The acqui- 
silion of aew koowledge, from whatever 
source, coald expiain both types of changes 
in iter endorsement: elucidating and 
clarifying events and circumstances that 
did nccur bat were not previously knew 
(accounting for ‘uo’ 10 *pes’ changes), aod 
delimiting details of experiences prenousty 
beld te be crue ‘accounting for ‘yes’ co ‘no’ 
changes). We should alse be careful nat ro 
assume tbat changes in reporting eqjuare 
with changes 19 memory = it might be that 
events previewsly seco as inrelevamt and 
nat endarsed on a questionnaire have in- 
creased in importance aod salience over 
rime, perhaps because nif media coverage, 
rather than being newly cemembered, On 
the other band, chepe is evidence from this 
study that rhe reporting of events és 
influenced by carrenr health perception. 
We found ao association be ween changes 
in cademement - both primitive and oeya- 
tive of hanards, and coprent healrh 
perception. Remembering more exposures 
ower ame wes assncianed varh worsening 
percption of health; conversely, improved 
perception of heakh was assocated with 
forgetting previcusly revalied expusures. 
This parrern held aftee we had removed 
exposures specafic so the Gull War from 
the analysis, indicating that the finding 
was not due to certain key Gult War expo 
sures that night be strongly associated with 
health. This finding was not replicated with 
measores of mental health in general, or 
PISO spmptoms en particular, 

~ Avother important fioding is that the 
association between health perception and 
recall or non-rvesll of hazards and expe- 
sues was found in the Gulf oobon bul 
not in the Basia cohort. This wax not be 
cose of a differential effect of exposures 
oaly encountered so the Gulf and also the 
subject of imense media scruting, since re: 
menng thes: Gulfspecitic exposures did 
ool aller ihe association, 

We draw atrention to the finding that, 
cOnTrary fe nr onginal predicrinms, change 
to recall ol exposures was vot associated 
With changes in post-traumatic siress simp 
toms, but wich health percepriun. However, 
this is in keeping with our own nested caso 
come! study w which we interviewed bork 
ill and healthy veterans, this time wsing a 
Standardised psychiatric interview to enable 
us to make firw diagnoses of PIS), which 
was aot the case in the epidemiological 
ttady, Althongh perchningical mérbidity 
Was wereased, modesilp, in the Gulf 
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Table 8 Prediction of change in heal 
shauus and psychologic’ morbickty by newly endoried and ne los j 1 
ges endorsed exposure recall: hi wrchecal cexgs esialow anna) 
controlling for age, gerder ane exposire at tune | for che Gulf cohort Bs “4 7 of 


Predictors a Rg 


Health perception and newly cadorsed (NY) 


Step | 07 «©—--0.005 
Age -02) 010 -0077 ~020 00) ~O07* -025 0.10 0,08" 
Gender | 
-022 77 000 012 18 O08 -064 186 -O0! 
Stop? 007 8=..00 
Time | & 
exposure 0.009 OM 0.02 0.00! O14 0.00 
Step 3 on 0.010 | 
4 be . 
-090 929 —O1D¥ 
Health perception and no longer endorsed ; . 
exposures (YN) 
Step | 007 =: 0.005 
Age 02) 010 —007* -020 O10 -0077 -G24 010 ~@08" 
Gender 022 78 0.00 012 185 000 030 184 ~0.0 
Step 2 doy) = 0.000 
Timo | expesure 0.009 DM 0.02 0008 Of ~ OM 
Step 3 aie 0.01 : 
YN 136 240 O18 
Psychological morbidity and newly endorsed 
exposures (NY) 
Step | 003 «0.001 
Age op) 003 6 ot si ssi 
Gender 044 «049 0.03 0.34 0.51 0.02 047 «OSI 0.03 
Step 2 004 0.002° | | 
Time | exposure 003 004 — OM 001 904 001 
Step 3 008 90.006 


cohort, this was rarely dae to PTSD {Lemnatl 
et al, 2002). ‘Vhis is unsurprising, The Gulf 
War was oot particularly teaumatic in the 


help to explain why changes in recall of 
exposures were associated more with 
changes in health perception than with 
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CLINICAL IMPLICATIONS 


s Scabdity of recall of hazardous exposures during military operations differs 
according to the nature of the exposure — those extensively publicised in tre media 


are particularly problematic. 


® The number of exposures recalled has increased wath the passage of time. — 
@ The total number of hazardous exposures reported may reflect not only actual 


exposures but also current distress. 


LIMIFATIONS 


@ All military conflicts differ in vanous ways — it cannot be assumed that these 
findings extrapolare beyond the 1991 Gulf War. 

@ The measurement of self-reported exposures was fairly crude. 

@ Measurement of post-traumatic symptoms was by self-report and not by 


structured interview, 
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G. Ethical and legal aspects of torture medicine — An Indian 
scenario 


Dr. K. Mathiharan, M. D. (Forensic Medicine) Ph.D. 
Hon. Advisor, Institute of Legal Medicine 


introduction 


Physicians have served as actual torturers in Chile and elsewhere; have surgically 
removed ears as punishment for desertion in Saddam Hussein’s Iraq; have incarcerated 
political dissenters in mental hospitals, notably in the Soviet Union; have, as whites in South 
Africa, falsified medical reports on blacks who were tortured or killed; and have, as 
Americans associated with the Central Intelligence Agency, conducted harmful, sometimes 
fatal, experiments involving drugs and mind control. ' 


There is increasing evidence that U.S. doctors, nurses, and medics have been 
complicit in torture and other illegal procedures in Iraq, Afghanistan, and Guantanamo Bay. 
American doctors at Abu Ghraib and Guantanamo Bay have failed to report to higher 
authorities wounds that were clearly caused by torture and that they have neglected to take 
steps to interrupt this torture. In addition, they have turned over prisoners’ medical records to 
interrogators who could use them to exploit the prisoners’ weaknesses or vulnerabilities. It is 
not yet learned the extent of medical involvement in delaying and possibly falsifying the 
death certificates of prisoners who have been killed by torturers.” 


Generally, torture is inflicted on a person as a means of intimidation by the authorities 
either to subdue him or to create awfulness in the mind of a subordinate by his superior. 
Torture elicits pain and it is presumed by the torturer that a person under duress caused by 
the pain will spill the truth. Therefore, most often, torture is used by the crime investigating 
authorities to extract confession from the suspects. 


Often medical practitioners are the earliest unbiased persons that a victim of torture 
comes across after the incident of torture. In such situations, medical practitioners are not 
only expected to treat the victim but also to document the nature of the injuries properly 
since this documentation will help the judiciary to arrive at a just conclusion when the issue 
is taken up for trial later. 

Even though, Indian Medical Association started a diploma course in Torture 
Medicine way back in 1994, many medical practitioners are still unaware of the medical 
aspects of torture and their crucial role in treating the victims, giving witness in a court of law 
and in preventing such incidents. 


Definition of Torture 


In 1975, World Medical Association orought out the Declaration of Tokyo, which 
defines torture as the deliberate, systematic or wanton infliction of physical or mental 
suffering by one or more persons acting alone or on the orders of any authority, to force 
another person to yield information, to make a confession, or for any other reason. 
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all Persons from being subjected to Torture and 


other Cruel, Inhuman or Degrading Treatment or Punishment and the Convention against 
Torture and other Cruel, Inhuman or Degrading Treatment or Punishment’ are the two 
instruments within the UN system that contain a definition of ‘torture’. It is defined as any act 
by which severe pain or suffering, whether physical or mental, is intentionally inificted m 
order to obtain a confession, to punish or to intimidate in cases where such suffering Is 
inflicted with the connivance of a public official. Pain. and suffering arising from lawful 
punishments are excluded. In order for such an act to come within the formal definition, it 
must be degrading and inhuman treatment used for a specific purpose, such as extracting 


The Declaration on the Protection of 


information. In-addition: 
* mental or physical suffering has to be caused; 
e the suffering has to be grave and intentional; 
¢ the suffering must appear unjustified in relation to the situation.° 


The Inter-American Convention to Prevent and Punish Torture says that ‘torture shall 
also be understood to be the use of methods upon a person intended to obliterate the 
personality of the victim or to diminish his physical or mental capacities, even if they do not 
cause physical pain or mental anguish.” This indicates the possibility that torture need not 
invariably entail grave physical suffering although the term is commonly used very loosely to 
describe any act of deliberate brutality and to convey an impression of extreme pain. The 
British Medical Association (BMA) has referred to all serious forms of cruel, inhuman or 
degrading treatment — whether or not inflicted with official connivance — as equivalent to 
torture. BMA definition also includes any ‘deliberate, systematic or wanton infliction of 
physical or mental suffering ... for any reason which is an outrage on personal dignity’.’ By 
this standard, issues such as forcible sterilisation and abuse within institutional settings 
clearly come within the remit of torture.° 


Codes on Human Rights and Torture 


In Article 5 of the Universal Declaration of Human Rights, it is stated that no one shall 
be subjected to torture or to cruel, inhuman or degrading treatment or punishment. 


Realising the crucial role played by the medical practitioners in treating the victims of 
torture, Medical Council of India in its latest Code of Medical Ethics’ explicitly states that the 
violation of human rights by a medical practitioner is an unethical act.'© 


_ In 1976, the World Medical Association drafted the Tokyo Declaration, which dealt 
with the role of physicians in treating the prisoners and victims of custodial violence. Also 
the UN General Assembly in December 1989 endorsed the resolution 1989/65 adopted * 
the United Nation's Economic and Social Council, on the prevention of extra judicial 
executions and adequate investigation of such executions. This manual is also known as the 


Model Minnesota Protocol for a Legal investi mma 
gation of Extra-legal, Arbitrary a 
Executions and Model Autopsy Protocol. < . 4 a * 
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"= In 1991, oy Medical Association adopted the Declaration of Malta on Hunger 
tr ie =n editorially revised it at Marbella, Spain in 1992. In 1997, World Medical 
Association adopted the declaration of Hamburg concerning support for medical doctors 


ranuaing to participate in, or to condone, the use of torture or other forms of cruel, inhuman or 
degrading treatment. 


In 1990, World Medical Association passed a resolution on human rights at Rancho 
Mirage, California, USA, and amended it at Budapest, Hungary, in 1993 and at Stockholir 
Sweden, in 1994 and at Bali, Indonesia, in 1995. In 1999, World Medical Association at 7 ©! 
Aviv, lsrael passed a resolution on the inclusion of Medical Ethics and Human Rignts in the 
curriculum of medical schools world-wide. 


Torture in Ancient India 


Kautilya’s Arthashastra states that only those about whom there is a strong presumption of 
guilt shall be tortured to elicit a confession. It also gives a list of persons who should and 
should not be tortured. (4.8.14,17-20,25-27) According to Arthashastra, there are eighteen 
methods of torture — four for ordinary offences and fourteen for serious offences. The four 
ordinary ones are: | 


e six strokes with a stick 

¢ seven lashes with a whip 

* suspending twice by the arms tied together from above 

e the water tube (pouring salt water through the nose) 
The fourteen kinds of torture for serious offences are: 

e nine strokes with a cane 

° twelve lashes with a whip 

. tying the right leg to the head 

° tying the left leg to the head 

¢ twenty strokes with a stick 

e thirty two slaps 

¢ tying the right hand and foot at the back 

* hanging from above by the arms 

* hanging from above by the feet 

¢ pricking with a needle under the finger nails 

* burning one of the joints of a finger after being made to drink gruel 


* making one stand in the sun for a day after being made to drink oil 


making one lie on a bed of bal/baja points 
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inflicti ion and the 
The instruments to be used, the conditions, the methods of infliction, the duratio 


11 
termination of torture shall be ascertained from the appropriate manual. (4.8.21-24) 


Another means of ascertaining guilt was the ordeal, which could be Seanad both ip: 
and criminal cases. Several ordeals are mentioned including ordeals by fire and immersion. 
Specially interesting is the ordeal of the ploughshare, in which the accused man = to touch 
a red-hot iron ploughshare with his tongue; if he was not burned he was Goering pacer — 
psychologically a fairly sound test of his own confidence in the result, since if he had a ets 
conscience his salivary glands would not function properly, and his tongue would be burnt. 


In British India, the early incidence of custody death was reported in Madras in 1678. 
Subsequent to a drunken brawl abused his superior officer, Thomas Savage, a soldier, was 
tied to the cot and his neck and heels with hands behind and knees on shoulders were 
bound. Because of this, he died his body was examined by Surgeons John Waldo (Surgeon) 
and Bezaliel Sherman (Second Surgeon). Based on the apparent marks of binding around 
his neck, they opined that it was the cause of his death."® 


Human Rights Act 1993" 


The growth and evolution of Human Rights and International Law had achieved a 
remarkable progress since the year 1948. The Constitution of India also facilitated the 
impact of the evolution of the concept of human rights and its dissemination to every 
segment of the society in India and the elected bodies and the judiciary took up the vigorous 
implementation of the rights enshrined in it. 


In India, the Protection of Human Rights Act, 1993'° was enacted to provide for the 
constitution of a National Human Rights Commission, State Human Rights Commissions in 
States and Human Rights Courts for better protection of human rights and for matters 
connected therewith or incidental thereto. 


India is a party to the International Covenant on Civil and Political Rights and the 
International Covenant on Economic, Social and Cultural Rights. In People’s Union for Civil 
Liberties v. Union of India,'® it was held by the Supreme Court that Article 21 of the 
Constitution of India in relation to human rights has to be interpreted in conformity with 
International Law. Further, Article 25 (2) of Universal Declaration of Human Rights and 
Article 7 (b) of the International Covenant on Economic, Social and Cultural Rights have 
been cited by the Apex Court while upholding the right to health by a worker. '” 


These Covenants find Statutory acceptance in the Statement of Objects and Reasons 
of The Protection of Human Rights Act, 1993, which defines in Section 2 (f) that International 
Covenants mean International Covenant on Civil and Political. Rights and the International 
Covenant on Economic, Social and Cultural Rights adopted by the General Assembly of the 
United Nations on December 16, 1966. In addition, the Human Rights Commissions are 


empowered to study treaties and other international instruments on human rights and make 
recommendations for their effective implementation, 18 
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. In the recent past, many complaints of alleged medical negligence and deficient 
service by the private and government hospitals and medical professionals are filed either at 


National Human Rights Commission or State Human Rights Commissions since right to 
healthcare is considered as a human right. 


In M.P. Human Rights Commission v. State of M.P.,'%it was held: it cannot be said by 
any stretch of imagination that the Human Rights Commission cannot canvass the cause of 
the persons who have lost their eye sight in eye camps conducted by the Blindness Control 
Society. The plea in regard to the locus standi of the petitioner would be in the realm of 
hyper-technicality. In the absence of disputed questions of fact and in view of the fact, the 
Human Rights Commission has knocked at the doors of the High Court to agitate the cause 
of the anguished persons, the High Court cannot shut its eyes to the factual scenario that 
has emerged and ask the affected parties to file appropriate application before any other 
legal forum for obtaining compensation. The law has marched like a Pegasus to override this 
kind of technical fetters. 


Types of Medical Involvement in Torture” 
* assessing torture techniques 
* training others in techniques 
* assessing detainees’ fitness 
* monitoring torture 
* administering punishment 
e reviving detainees 
e helping torturers disguise the effects of torture 
* providing treatment after torture 
* providing certificates/reports 
* failing to denounce known examples of torture 
* assessing people who claim to have been tortured 
¢ rehabilitation of survivors 


Ethical and Legal Aspects of Torture 


Freedom from torture is among the human rights contained in the United Nations’ ‘Universal 
Declaration of Human Rights’. Doctors are obliged by the Hippocratic Oath, not to use their 
professional knowledge in order to harm their patients. This obligation has been reconfirmed 
in the ‘Geneva Declaration of the World Medical Association’ and precludes any medical 
involvement in the practice of torture. 


The Tokyo declaration stated that a doctor must in no way, for any reason, take part 
in the practice of torture or other forms of cruel, inhuman or degrading procedures as the 
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’ tive whether 
doctor’s role is to alleviate the distress of his/her fellow persons and, no mo 


personal, collective or political shall prevail against this higher purpose . 


The Declaration of Malta of World Medical Association on Hunger Strikers 50 i that 
the ultimate decision on intervention or non-intervention should be left with the — 
doctor without the intervention of third parties whose primary interest is not the patient's 
welfare. However, the doctor should clearly state to the patient whether or not he is =e to 
accept the patient's decision to refuse treatment or, in case of coma, artificial teeing. 
thereby risking death. If the doctor cannot accept the patient's decision to refuse such aid, 
the patient would then be entitled to be attended by another physician. 


The declaration of Hamburg of World Medical Association prohibited the medical 
doctors throughout the world from countenancing, condoning or participating in the practice 
of torture or other forms of cruel, inhuman or degrading procedures for any reason. 


The victims of torture may either suffer from injuries or may die because of injuries 
and therefore, such cases should be carefully and thoroughly examined, reported to the 
police or the magistrate and treated. A proper examination may help in establishing or 
disproving the charge of tortures both, during the examination of the injury and autopsy. 
Section 330 and 331 of the IPC deals with crime and punishment of voluntarily causing hurt 
and grievous hurt for the purpose of extorting confession or any information, which may lead 
to the detection of an offence or misconduct. | 
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IX. NATIONAL LEGAL REGIME IN COMBATING TORTURE 


A) Relevant provisions of Indian laws 


|. Status of International Treaties in Domestic Law 


India is a party to many international conventions/covenants, which prohibits the semi: torture. 
However, there are no explicit provisions in the constitution regulating the incorporation of nits 
status of international law in Indian legal system. But Article 51(c) stipulates as one of directive 
principles of state policy, that: “The state shall endeavor to foster respect for international law and 


treaty obligations in the dealings of organized people with other’. 
In this regard Article 253 of the Constitution read as follows; 


Article 253. Legislation for giving effect to international agreements.- Notwithstanding 
anything in the foregoing provisions of this Chapter, Parliament has power to make any law for the 
whole or any part of the territory of India for implementing any treaty, agreement or convention 
with any other country or countries or any decision made at any international conference, 
association or other body. 


For the successful implementation of International laws in the domestic legal system they have. to 
be transformed in to domestic law by the legislative act and the Union has the exclusive power in 
this regard under A.253 of the Constitution and to this end it has passed only Geneva 
Conventions Act, 1960. 


The judicial opinion in India as expressed in numerous recent judgments demonstrates that the 
rules of international law should be construed harmoniously, and only when there is an inevitable 
conflict between these two laws should municipal law should prevail over international law .The 
supreme court has even gone a step _ further by repeatedly holding, when interpreting the 
fundamental rights provisions of the constitution, that those provisions of the International 
Covenant on Civil and Political Rights ,which elucidate and effectuate the fundamental rights 


guaranteed by the constitution can be relied upon by the courts as facets of those fundamental 
rights and are, therefore, enforceable. 


The Supreme Court in Chairman, Railway Board v. Chandrima Das (1993) 2 SCC 746 
observed, the applicability of the Universal Declaration of Human Rights and principles thereof 
may have to be read, if need be, into the domestic jurisprudence. 


In People's Union for Civil Liberties v. Union of India, (1997) 3 SCC 433, at page 442, the 
Supreme Court stated that, “For the present, it would suffice to state that the provisions of the 
covenant, which elucidate and go to effectuate the fundamental rights guaranteed by our 


Constitution, can certainly be relied upon by courts as facets of those fundamental rights and 
hence, enforceable as such.” 


In Vishaka v State of Rajasthan (1997) 6 SCC 241 the Supreme Court held that it is now an 


accepted rule of judicial construction that regard must be had to international conventions and 
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chi for construing domestic law when there is no inconsistency between them and there is a 
void in the domestic law. In the absence of domestic law occupying the field, to formulate effective 
measures to check the evil of sexual harassment of working women at all work places, the 
contents of International Conventions and norms are significant for the purpose of interpretation of 
the guarantee of gender equality, right to work with human dignity in Articles 14, 15, 19(1)(g) and 
21 of the Constitution and the safeguards against sexual harassment implicit therein. Any 
International Convention not inconsistent with the fundamental rights and in harmony with its spirit 
must be read into these provisions to enlarge the meaning and content thereof, to promote the 
object of the constitutional guarantees. This is implicit from Article 51(c) and the enabling power of 
the Parliament to enact laws for implementing the International Conventions and norms by virtue 
of Art. 253 read with Entry 14 of the Union List in Seventh Schedule of the Constitution. 


In Apparel Export Promotion v A.K. Chopra 1999 (1) SCC 759, the SC has stated that “In cases 
involving violation of human rights, the courts must remain alive to the international instruments 
and conventions and apply the same to a given case where there is no inconsistency between the 
international norms and the domestic law occupying the field.” 


ll. Criminal accountability under statutory law 
indian Penal Code, 1860: . 


S.119. Public servant concealing design to commit offence which it is his duty to prevent 


Whoever, being a public servant, intending to facilitate or knowing it to be likely that he will thereby 
facilitate the commission of an offence which it is his duty as such public servant to prevent; 


voluntarily conceals, by any act or illegal omission, the existence of a design to commit such 
offence, or makes any representation which he knows to be false respecting such design; 


lf offence be committed-_ shall, if the offence be committed, be punished with imprisonment of any 
description provided for the offence, for a term which may extend to one-half of the longest term of 
such imprisonment, or with such fine as is provided for that offence, or with both; 


If offence be punishable with death, etc- or, if the offence be punishable with death or 
>'Timprisonment for life], with imprisonment of either description for a term which may extend to ten 
years; 

lf offence be not committed-or if the offence be not committed, shall be punished with 


imprisonment of any description provided for the offence for a term which may extend to one- 
fourth part of the longest term of such imprisonment or with such fine as is provided for the 


offence, or with both. 


Illustration A : an officer of police, being legally bound to give information of all designs to commit 
robbery which may come to his knowledge, and knowing that B designs to commit robbery, omits 
to give such information, with intent to facilitate the commission 
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t to cause injury to any person 


on of the law as to the way in 
knowing it to be likely 
with simple 


S.166. Public servant disobeying law, with inten 


Whoever, being a public servant, knowingly disobeys any directi 
which he is to conduct himself as such public servant, intending to cause, OF : 
that he will, by such disobedience, cause injury to any person, shall be punished 
imprisonment for a term which may extend to one year, Or with fine, or with both. 


S.299. Culpable homicide 

Whoever causes death by doing an act with the intention of causing death, or with the intention of 
causing such bodily injury as is likely to cause death, or with the knowledge that he is likely by 
such act to cause death, commits the offence of culpable homicide. 


S.300. Murder 


Except in the cases hereinafter excepted, culpable homicide is murder, if the act by which the 
death is caused is done with the intention of causing death, or- 


Secondly- If it is done with the intention of causing such bodily injury as the offender knows to be 
likely to cause the death of the person to whom the harm is caused, or- 


Thirdly- If it is done with the intention of causing bodily injury to any person and the bodily injury 
* intended to be inflicted is sufficient in the ordinary course of nature to cause death, or- 


Fourthly,- If the person committing the act knows that it is so imminently dangerous that it must, in 
all probability, cause death or such bodily injury as is likely to cause death, and commits such act 
without any excuse for incurring the risk of causing death or such injury as aforesaid. 


Explanation 1- A person who causes bodily injury to another who is labouring under a disorder, 
disease or bodily infirmity, and thereby accelerates the death of that other, shall be deemed to 
have caused his death. 


Explanation 2- Where death is caused by bodily injury, the person who causes such bodily injury 
shall be deemed to have caused the death, although by resorting to proper remedies and skilful 
treatment the death might have been prevented. 


Explanation 3- The causing. of the death of child in the mother's womb is not homicide. But it may 
amount to culpable homicide to cause the death of a living child, if any part of that child has been 
brought forth, though the child may not have breathed or been completely born. : 


S.300. Murder Exception 3- 


Culpable homicide is not murder if the offender, being a public servant or aiding a public servant 
acting for the ahaa: of public justice, exceeds the powers given to him by law, and 
causes death by doing an act which he, in good faith, believes to be lawful and necessary for the 
due discharge of his duty as such public servant and wi ill-wi 

without ill-will towards 
death is caused. yeh ey 
$.302. Punishment for murder — 


Whoever commits murder shall be punished with death, or im 


liable to fine. 
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Prisonment for life, and shall also be 
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$.304. Punishment for culpable homicide not amounting to murder 


orev commits culpable homicide not amounting to murder shall be punished with 
imprisonment for life, or imprisonment of either description for a term which may extend to ten 
years, and shall also be liable to fine, if the act by which the death is caused is done with the 
intention of causing death, or of causing such bodily injury as is likely to cause death, 


or wan imprisonment of either description for a term which may extend to ten years, or with fine, 
oF win both, if the act is done with the knowledge that it is likely to cause death, but without any 
intention to cause death, or to cause such bodily injury as is likely to cause death. 


S.304A. Causing death by negligence 


Whoever causes the death of any person by doing any rash or negligent act not amounting to 
culpable homicide, shall be punished with imprisonment of either description for a term which may 
extend to two years, or with fine, or with both. 


$.319. Hurt 

Whoever cases bodily pain, disease or infirmity to any person is said to cause hurt. 
$.320. Grievous hurt 

The following kinds of hurt only are designated as "grievous":- 

First- Emasculation. 

Secondly- Permanent privation of the sight of either eye. 

Thirdly- Permanent privation of the hearing of either ear, 

Fourthly- Privation of any member or joint. 

Fifthly- Destruction or permanent impairing of the powers of any member or joint. 
Sixthly- Permanent disfiguration of the head or face. 

Seventhly- Fracture or dislocation of a bone or tooth. 

Eighthly- Any hurt which endangers life or which causes the sufferer to be during the space of 
twenty days in severe bodily pain, or unable to follow his ordinary pursuits. 

S.321. Voluntarily causing hurt 


Whoever does any act with the intention of thereby causing hurt to any person, or with the 
knowledge that he is likely thereby to cause hurt to any person, and does thereby cause hurt to 
any person, is said "voluntarily to cause hurt". 


S.322. Voluntarily causing grievous hurt 


Whoever voluntarily causes hurt, if the hurt which he intends to cause or knows himself to be likely 
to cause is grievous hurt, and if the hurt which he causes grievous hurt, is said "voluntarily to 


cause grievous hurt." 


Explanation- A person is not said voluntarily to cause grievous hurt except when he both causes 
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s himself to be likely to cause grievous hurt. But he is said 


grievous hurt and intends or know | ) 
knowing himself to be likely to cause grievous 


voluntarily to cause grievous hurt, if intending or 
hurt of one kind, he actually causes grievous hurt of another kind. 


S.323. Punishment for voluntarily causing hurt.- | 


ded for by section 334, voluntarily causes hurt, shall be 


Whoever, except in the case provi : 
ar, or with 


punished with imprisonment of either description for a term which may extend to one ye 
fine which may extend to one thousand rupees, or with both. 


S.350. Criminal force 

Whoever intentionally uses force to any person, without that person's consent, in order to the 
committing of any offence, or intending by the use of such force to cause, or knowing it to be likely 
that by the use of such force he will cause injury, fear or annoyance to the person to whom the 
force is used, is said to use criminal force to that other. ’ 


S.351. Assault 


Whoever makes any gesture, or any preparation intending or knowing. it to be likely that such 
gesture or preparation will cause any person present to apprehend that he who makes that 
gesture or preparation is about to use criminal force to that person, is said to commit an assault. 


Explanation- Mere words do not amount to an assault. But the words which a person uses may 
give to his gestures or preparation such a meaning as may make those gestures or preparations 
amount to an assault. 


S.354. Assault or criminal force to woman with intent to outrage her modesty.- 


Whoever assaults or uses criminal force to any woman, intending to outrage or knowing it to be 
likely that he will thereby outrage her modesty, shall be punished with imprisonment of either 
description for a term which may extend to two years, or with fine, or with both. 


S.355. Assault or criminal force with intent to dishonour person, otherwise than on grave 
provocation.- 


Whoever assaults or uses criminal force to any person, intending thereby to dishonour that person, 
otherwise than on grave and sudden provocation given by that person, shall be punished with 


imprisonment of either description for a term which may extend to two years, or with fine, or with 
both. 


S.375. Rape 


a man is = to commit "rape" who, except in the case hereinafter excepted, has sexual 
intercourse with a woman under circumstances falling under any of the six following descriptions:- 


First- Against her will. 


Secondly, - Without her consent. 


Thirdly- With her consent, when her consent h i 
as been obtained by puttin i 
whom she is interested in fear of death or of hurt. <a as 
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ourthly- With her consent, when the man knows that he is not her husband, and that her consent 


S$ given because she believes that he is another man to whom she is or believes herself to be 
awfully married. 


pent - shiee her consent, when, at the time of giving such consent, by reason of unsoundness of 
nind or intoxication or the administration by him personally or through another of any stupefying or 
inwholesome substance, she is unable to understand the nature and consequences of that to 
which she gives consent. 


Sixthly - With or without her consent, when she is under sixteen years of age. 


=xplanation- Penetration is sufficient to constitute the sexual intercourse necessary to the offence 
of rape. 


Exception- Sexual intercourse by a man with his own wife, the wife not being under fifteen years of 
age, is not rape.] 


(2) Whoever,- 
(a) being a police officer commits rape- 
(i) within the limits of the police station to which he is appointed; or 


(ii) in the premises of any station house whether or not situated in the police station to 
which he is appointed; or 


(iii) on a woman in his custody or in the custody of a police officer subordinate to him; or 


(b) being, a public servant, takes advantage of his official position and commits rape on a 
woman in his custody as such public servant or in the custody of a public servant 
subordinate to him; or 3 


(c) being on the management or on the staff of a jail, remand home or other place of 
custody established by or under any law for the time being in force or of a woman's or 
children's institution takes advantage of his official position and commits rape on any 
inmate of such jail, remand home, place or institution; or ; 


(d) being, on the management or on the staff of a hospital, takes advantage of his 
official position and commits rape on a woman in that hospital; or 


(e) commits rape on a woman knowing her to be pregnant; or 
(f) commits rape on a woman when she is under twelve years of age; or 
(g) commits gang rape, 


shall be punished with rigorous imprisonment for a term which shall not be less than ten 
years but which may be for life and shall also be liable to fine: 


rovided that the court may, for adequate and special reasons to be mentioned in the 
udgment, impose a sentence of imprisonment of either description for a term of less than 


en years. CEL 
Veen \ 
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S.376: Punishment for rape 
(1) Whoever, except in the cases provided for by subsection (2), commits rape shall be punis 
with imprisonment of either description for a term which shall not be less than seven years 


which may be for life or for a term which may extend to ten years and shall ne ne liable to fine 
and is not under twelve years of age, In which cases, he 


unless the women raped is his own wife 
years 


shall be punished with imprisonment of either description for a term which may extend to two 
or with fine or with both: 

Provided that the court may, for adequate and special reasons to be mentioned in the judgement, 
impose a sentence of imprisonment for a term of less than seven years. 


(2) Whoever,- 
(a) being a police officer commits rape- 
(i) within the limits of the police station to which he is appointed; or 


(ii) in the premises of any station house whether or not situated in the police station to which 
he is appointed; or 


(iii) on a woman in his custody or in the custody of a police officer subordinate to him; or 


(b) being, a public servant, takes advantage of his official position and commits rape on a 
woman in his custody as such public servant or in the custody of a public servant subordinate to 
him; or 


(c) being on the management or on the staff of a jail, remand home or other place of custody 
established by or under any law for the time being in force or of a woman's of children's institution 
takes advantage of his official position and commits rape on any inmate of such jail, remand home, 
place or institution; or 


(d) being, on the management or on the staff of a hospital, takes advantage of his official 
position and commits rape on a woman in that hospital; or 


(e) commits rape on a woman knowing her to be pregnant; or 


(f) commits rape on a woman when she is under twelve years of age; or 


(g) commits gang rape, 


shall be punished with rigorous imprisonment for a term which shall not be less than ten years but 
which may be for life and shall also be liable to fine: 


Provided that the court may, for adequate and special reasons to be mentioned in the judgement, 
impose a sentence of imprisonment of either description for a term of less than ten years. 


Explanation 1- Where a woman is raped by one or more in a group of persons acting in 


furtherance of their common intention, each of the persons shall be deemed to have committed 
gang rape within the meaning of this sub-section. 


Explanation 2- "Women's or children's institution" means an institution, whether called an 

orphanage or a home for neglected woman or child | 
ren or a widows' 
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which is established and maintained for the reception and care of woman or children. 


Explanation 3- "Hospital" means the precincts of the hospital and includes the precincts of any 


> vedaeal for the reception and treatment of persons during convalescence or of persons requiring, 
medical attention or rehabilitation. 


S.376D. Intercourse by any member of the management or staff of a hospital with any 
woman in that hospital 


Whoever, being on the management of a hospital or hem. on the staff of a hospital takes 
advantage of his position and has sexual intercourse with any woman in that hospital, such sexual 
intercourse not amounting to the offence of rape, shall be punished with imprisonment of either 
description for a term which may extend to five years and shall also be liable to fine. 


Explanation- The expression "hospital" shall have the same meaning as in Explanation 3 to sub- 
section (2) of section 376.] 


lil. Evidence in Torture Cases 
Medical Evidence 


The role of medical evidence is crucial to the proper investigation of torture or ill-treatment. While 
increasingly torture is carried out without leaving signs or with signs resolving within days leaving 
no permanent traces, experienced doctors can nevertheless evaluate testimony, accounts of post- 
trauma symptoms and physical and mental squeal and draw conclusions from these. 


Indian Evidence Act, 1872 


S.45. Opinions of experts 


When the Court has to form and opinion upon a point of foreign law or of science or art, or as to 
identity of handwriting or finger impressions, the opinions upon that point of persons specially 
skilled in such foreign law, science or art, or in questions as to identity of handwriting or finger 
impressions are relevant facts. | 


Such persons are called experts. Illustrations 

(a) The question is, whether the death of A was caused by poison. 

The opinions of experts as to the symptoms produced by the poison by which A is supposed to 
have died, are relevant. 


(b) The question is, whether A, at the time of doing a certain act, was, by reason of unsoundness 
of mind, incapable of knowing the nature of the Act, or that he was doing what was either wrong or 


contrary to law. 

The opinions of experts upon the question whether the symptoms exhibited by A commonly show 
unsoundness of mind, and whether such unsoundness of mind usually renders persons incapable 
of knowing the nature of the acts which they do, or of knowing that what they do is either wrong or 


contrary to law, are relevant. 
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(c) The question is, whether a certain document was written by A. Another document is produced 


which is proved or admitted to have been written by A. 


The opinions of experts on the question whether the two documents were written by the same 


person or by different persons are relevant. 


S.46. Facts bearing upon opinions of experts 


Facts, not otherwise relevant, are relevant if they support or are inconsistent with the opinions of | 
experts, when such opinions are relevant illustrations 


(a) The question is, whether A was poisoned by a certain poison. 


The fact that other persons, who were poisoned by that poison, exhibited certain symptoms 
which experts affirm or deny to be symptoms of that poison is relevant. 


(b) The question is, whether an obstruction to a harbour is caused by a certain sea-wall. 


The fact that other harbours similarly situated in other respects, but where there were no such 
sea-walls, began to be obstructed at about the same time, are relevant. 


People's Watch 
154 


B) The Supreme Court of India: Medico-legal Cases 


1) Parmanand Katara v. Union of India, AIR 1989 SC 2039. 


In this case, the Supreme Court considered a very serious problem existing at present: in a 
medico-legal case (such as an accident) the doctors usually refuse to g \ive immediate medical aid 
to the victim till legal formalities are completed. In some cases, the injured die for want of medical 
aid pending the completion of legal formalities. | 


The petitioner, who claims himself to be a human right activist, filed this writ petition in public 
interest on the basis of a newspaper report concerning the death of a scooterist who was knocked 
down by a speeding car. The report further states that the injured person was taken to the nearest 
hospital but the doctors there refused to attend on him; that they told that he be taken to another 
hospital, located some 20 kilometers away, which was authorised to handle medico-legal cases; 
and that the victim succumbed to his injuries before he could be taken to the other hospital. The 
petitioner has prayed the directions be issued to the Union of India that every injured citizen 
brought for treatment should instantaneously be given medical aid to preserve life and thereafter 
the procedural criminal law should be allowed to operate in order to avoid negligent death, and in 
the event of breach of such direction, apart from any action that may be taken for negligence, 
appropriate compensation should be admissible. 


The Secretary, Ministry of Health & Family Welfare of the Union of India, the Medical Council of 
India, and the Indian Medical Association were later impleaded as respondents. Documents 
relating to the steps taken from time to time in this regard were produced by the respondents. 


Reference was made to the Code of Medical Ethics drawn up by the Medical Council of _ India, 
wherein the need to attend to the injured/serious persons immediately without waiting for the 
police report or completion of police formalities was recognized and the Government of India was 
requested to take necessary and immediate steps to amend various provisions of law which 
come in the way of government doctors as well as other doctors in private hospitals or public 
hospitals in this regard. Clause 10 of the Code obligates a physician to treat a person in an 
emergency situation promptly with care and due diligence for the ‘sake of humanity’ and 
confirming with ‘the noble traditions of the profession’. Clause 13 clearly prohibits any sort of 
negligence by the physician in such a case. The proceedings of the meeting held on 29.5.1986 in 
which the Director General of Health Services acted as Chairman were also referred to. This 
Committee had formulated some guidelines. On behalf of the Union of India it was stated that 
there was no provision in the Indian Penal Code, Criminal Procedure Code, or the Motor Vehicles 
Act, etc. which prevented doctors from promptly attending seriously injured persons and accident 


cases before the arrival of police. 
Disposing of the Writ Petition, the Court held (Misra Rangnath J.): 


(1) Article 21 of the Constitution casts the obligation on the State to preserve life. 
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-here can be no second opinion that preservation of human life is of paramount importance. 
That is so on account of the fact that once life is lost, the status quo ante cannot be restored as 
resurrection is beyond the capacity of man. 

iminal liable to punishment under the 


2) The patient whether he be an innocent person or a Cr 
| harge of the health of the 


laws of the society, it is the obligation of those who are in c | 
-ommunity to preserve life so that the innocent may be protected and the guilty may be 
punished. Social laws do not contemplate death by negligence to tantamount to legal 


punishment. 


(4) Every doctor whether at a Government hospital or otherwise has the professional obligation to 
extend his services with due expertise for protecting life. 


(5) No law or State action can intervene to avoid/delay the discharge of the paramount obligation 
cast upon members of the medical profession. The obligation being total, absolute and 
paramount, laws of procedure whether in statute or otherwise which would interfere with the 
discharge of this obligation cannot be sustained and must, therefore, give way. 


(6) The Court gave directions for giving adequate publicity to the decision in this case by the 
national media, the Doordarshan and the all India Radio, as well as through the High Courts 
and the Sessions Judges. , 


G.L. Oza, J. in the concurring judgment stated: 


(1) The Code of Medical Ethics framed by the Medical Council was approved on 23rd October, 
1970. This only reveals an unfortunate state of affairs where the decisions are taken at the 
highest level good intentioned and for public good but unfortunately do not reach the common 
man and it only remains a text good to read and attractive to quote. 


(2) It is clear that there is no legal impediment for a medical professional when he is called upon or 
requested to attend to an injured person needing his medical assistance immediately. There is 
also no doubt that the effort to save the person should be the top priority not only of the medical 
professional but even of the police or any other citizen who happens to be connected with the 
matter or who happens to notice such an incident or a situation. 


(3) The members of the legal profession, our law courts and everyone concerned will also keep in 
mind that a man in the medical profession should not be unnecessarily harassed for purposes of 


interrogation or for any other formality and should not be dragged during investigations at the 
police station and it should be avoided as far as possible. 


(4) Law courts will not summon a medical professional to give evidence unless the evidence is 


necessary and even if he is summoned, attempt should be made to see that the men in this 
profession are not made to wait and waste time unnecessarily. 
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2) Paschim Banga Khet Mazdoor Samity and others v. State of West Bengal and another, 
AIR 1996 SC 2426. 


In wie meee. a mazdoor, who is a member of Paschim Banga Khet Mazdoor Samity, an 
organisation of agricultural labourers, fell from a running train and suffered serious head injuries 
and brain haemorrhage. He was sent from one government hospital to another owing to variety of 


reasons and finally he was admitted in a private ho: pita! where he had to incur expenditure of Rs. 
17,000/- on his treatment. 


Feeling aggrieved by the indifferent and callous attitude on the part of the medical authorities at 
the various State run hospitais in Calcutta in providing treatment for the serious injuries sustained 
by the mazdoor, the petitio- ers have filed this writ petition. 


The Constitution envisages the establishment of a welfare state at the federal level as well as at 
the state level. In a weliar= state the primary duty of the Government is to secure the welfare to 
the people. Providing adcuuate medical facilities for the people is an essential part of the 
obligations undertaken by the Government in a welfare state. The Government discharges this 
obligation by running hospitals and hea'h centres which provide medical care to the person 
seeking to avail those jacilities. Article 21 imposes an obligation on the State to safeguard the right 
to life of every person. Preservation of human life is thus of paramount importance. The 
Government hospitals run by the State and the medical officers employed therein are duty bound 
to extend medical assistance for preserving human life. Failure on the part of the Government 
hospital to provide timeiy medical treatment to a person in need of such treatment resus in 
» violation of his right to life guaranteed under Article 21. In the present case there was breach of the 
said right of the injured mazdoor guaranteed under Article 21 when he was deniea treatment at the 
various Government hospitals which were approached even though his condition was very serious 
at that time and he was in need of immediate medical attention. Since the said denial of the right of 
mazdoor guaranteed under Article 21 was by officers of the State in hospitals run by the State the 
State cannot avoid its responsibility for such denial of the constitutional right of mazdoor. In 
respect of deprivation of the constitutional rights guaranteed under Part-II of the Constitution the 
position is well settled that adequate compensation can be awarded by the court for such violation 
by way of redress in proceedings under Articles 32 and 226 of the Constitution. Hence, the Court 
ordered compensation of. Rs. 25,000/- to the injured mazdoor. Moreover, the Court issued several 
directions for avoidance of any such incidents in the future and to ensure immediate medical 
attention and treatment to persons in real need. 
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C) The Supreme Court Guidelines on Lawful Arrest 


Torture of ordinary criminal suspects and political prisoners by police has long been widespread in 
india. Torture and ill-treatment are used to extract confessions, to extort money and to punish 
detainees. Methods of torture and ill-treatment include electric shocks, suspension from ceilings, 
severe beating with /athis (long wooden sticks) and kicking. Most torture occurs during periods of 


illegal detention following arrests that are unrecorded. 


Torture persists despite official acknowledgment of the problem and a series of positive judicial and 
administrative initiatives in recent years. ' 


In September 1996 the Supreme Court of India made a landmark judgment condemning custodial 
violence and making several recommendations (see below). This allowed the development of 
practical mechanisms for preventing torture during arrest and detention and has had a significant 
impact on the manner in which individuals can be arrested and detained. Although levels of custodial 
violence have continued to be high, the judgment has forced police to rethink their widespread use of 
illegal detention and torture, and has provided human rights activists with a stronger legal position 
from which to challenge such practices. Crucially, the Supreme Court has treated custodial violence 
as an ongoing concern and continues to monitor implementation of its recommended safeguards and 
to issue further orders to protect detainees. 


Background to the 1996 judgment 


The origins of the 1996 judgment lie in the state of West Bengal 10 years earlier. On 26 August 1986 
the Executive Chairman of the Legal Aid Services, D.K. Basu, wrote to the Chief Justice of the 
Supreme Court of India highlighting concerns about custodial violence in the state and reported 
deaths in custody.* He argued that it was vital to examine the issues, develop “custody jurisprudence”, 


formulate steps for awarding compensation to the victims or their relatives, and ensure accountability 
of police officers found responsible for torture. 


The Supreme Court accepted D.K. Basu’s request that his letter be treated as a Public Interest 
Litigation and asked the respondents — the State of West Bengal — to reply to the charges made in the 
petition. The state government of West Bengal replied that the police were not covering up deaths in 


custody and that wherever police personnel were found to be responsible, action was being taken 
against them. 


- 14 rie 1987 the Supreme Court stated that there were increasing allegations of custodial 
violence in almost every state and a rising number of reported deaths in custody. The Court noted that 
there appeared to be no machinery to deal effectively with such allegations. It issued an order 


' Torture is not explicitly prohibited by Indian law. India si 
retined it at the time of writing of this manual. 
D.K. Basu was, in the 1970s, an advocate ising j 
alia r. practising in the West Bengal High Court, wh is ti 
defending victims of torture. He founded the Legal Aid Services—West Ben I iets — “3 uch of his — 
Calcutta. gal, a state-level social action group based in 
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requesting all state governments to provide their response to the allegations, and further requesting 


i Law Commission of India to make suitable suggestions in relation to the question of custodial 
violence, 


In response to this order, affidavits were filed by several state governments, by the central 
government and by the Law Commission of India concerning custodial violence. The Court appointed 


a Supreme Court lawyer, Dr A.M. Singhvi, to act as amicus curiae (friend of the court) to help it gather 
information on custodial violence. 


In 1992 D.K. Basu — by this time a judge with the West Bengal High Court — gave a comprehensive 
judgment in his court on the issue of custodial violence. He set out in full the processes he thought 
should be followed to prevent custodial violence, to ensure independent investigations leading to 
prosecution of those responsible, and to provide compensation for victims. 


In the meantime, between 1986 and 1996, newspapers reported cases of torture and deaths in 
custody, human rights organizations raised such cases and pursued them in the courts, and Amnesty 
International conducted a major international campaign on human rights violations in India, putting 
forward detailed recommendations on arrest and custody procedures to combat torture and other 
abuses of human rights. 


The 1996 judgment 


In 1996 the Supreme Court finally issued its judgment in the case of Basu v. State of West Bengal.” 
The judgment expressed the Supreme Court’s concern that “torture is more widespread now than 
ever before”. It stated that “‘[c]ustodial torture’ is a naked violation of human dignity and degradation - 
which destroys, to a very large extent, the individual personality. It is a calculated assault on human 
dignity and whenever human dignity is wounded, civilization takes a step backward.” 


The judgment referred to international human rights standards and to the fact that Article 21 of the 
Constitution of India protects the right to life, a provision that has been held by the Indian courts to 
include a guarantee against torture. It also made general recommendations relating to amendments to 
the law on burden of proof and the need for police training, and put forward arguments against the 
right to sovereign immunity for agents of the state responsible for torture and in favour of 


compensation. 


The judgment’s most far-reaching legacy is its 11 “requirements” to be followed in all cases of arrest 
and detention (para. 35). The “requirements” would, the Court hoped, “help to curb, if not totally 
eliminate, the use of questionable methods during interrogation and investigation” (para. 39). Briefly 
(and paraphrased), the requirements set out by the Supreme Court are as follows: 


2 


3 AIR 1997 SC 610. 
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' Police arresting and interrogating suspects should wear “accurate, visible and clear” Kamexetion 
and name tags, and details of interrogating police officers should be recorded in a register. 


2. Police making an arrest should prepare a memo of arrest to be signed by a witness and 


countersigned by the arrested person, giving the time and date of arrest. 
* Anyone arrested should be entitled to have a friend or relative informed of their arrest and place of 
detention “as soon as practicable”.° 


4. If such a friend or relative lives outside the district, the time and place of arrest and place of 
detention should be notified to them by police through the Legal Aid “rganization within eight to 
12 hours. 3 

Anyone arrested should be informed of their right to inform someone of their arrest and detention 
“aS soon as” they are arrested. 

* Information about the arrest and the details of the person informed of the arrest should be kept in 
a diary at the place of detention along with names of police officers supervising custody.® 


~ On request, anyone arrested should be examined at the time of arrest and any injuries recorded. 
This “inspection memo” should be signed by the arrested person and the arresting police officer, 
and a copy given to the arrested person.’ 


8. Anyone arrested should be medically examined by a doctor every 48 hours during detention.® 
Copies of all the documents referred to above should be sent to the magistrate.* 


10. Anyone arrested should be permitted to meet their lawyer during interrogation “though not 
throughout the interrogation”. 


11. A police control room should be established at all district and state headquarters with information 
regarding details of those arrested and their place of custody displayed on a notice board. 


4 . . . 
Plainclothes police officers have regularly arrested and interrogated people in India, making it difficult for victims to 
5 i ‘ . 
This is an important safeguard against unacknowledged illegal detention, particularly crucial in areas of armed conflict in 


of arrests at police stations has fallen into disuse, so there are often no records 


that people have been detained. Lawyers or judicial authorities depend on these records if there are complaints of ill- 


arding against conflicting allegations of torture, etc. 
Under section 57 of the Code of Criminal Procedure. all detainees in India mu 


followed. Under normal circumstances the ma 

a gistrate would only h : ; 
of the police if there were allegations of illegal detention a detainee or their lawyer against that 
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Although the Supreme Court commented that these requirements should be followed until “legal 
provisions are made in that behalf’ (para. 35), it was no doubt aware of previous judicial directions 
along similar lines which had still not led to amendments in law. The Court could not direct the 
government to enact legislation, but stated that in its opinion it was clearly desirable that existing 
legislation should be amended to incorporate the .“requirements”. This view was supported in 
November 2000 by the Law Commission of India, which in its Consultation Paper on Law Relating to 
Arrest recommended incorporation of the “requirements” into law. As of June 2002 the Indian 
government had not given any commitment that it intended to do so. 


To reinforce the “requirements”, the judgment stated that “Failure to comply with the requirements 
herein above-mentioned shall, apart from rendering the concerned official liable for departmental 
action, also render him liable to be punished for contempt of court and the proceedings for contempt 
of court may be instituted in any High Court of the country having territorial jurisdiction over the 
matter” (para. 36). The judgment further ordered that the requirements be issued to the Director 
Generals of Police and Home Secretaries of all states who in turn are obliged to circulate them to 
every police station under their jurisdiction and to have them posted in a conspicuous place in every 
police station. It also recommended that the requirements be broadcast on radio and television and 
distributed in pamphlets in local languages “creating awareness... transparency and accountability” 
(para. 39). 


SOURCE: Largely borrowed from Amnesty International, Combating Torture: A Manual for Action with 
modifications. 
Available at http://web.amnesty.org/library/Index/ENGACT400012003 ?0pen&of=ENG-ZAF 
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D) Supreme Court Guidelines on Sexual Harassment at Workplace 


The Supreme Court's judgment in Visakha's case’ is a landmark for more than one rot 
Not only was sexual harassment at the work place recognized under the st 
jurisprudence as a crucial problem faced by women workers, it also set out detailed 
guidelines for prevention and redressal of this malaise. The judgment was defiversd by 
J.S.Verma. CJ, on behalf of Sujata Manohar and B.N.Kirpal, JJ., on a writ petition filed by 
‘Vinska’- a non Governmental organization working for gender equality by way of PIL 
seeking enforcement of fundamental rights of working women under Article.21 of the 
Constitution. The immediate cause for filing the petition was the alleged brutal gang rape of 
a village-level social worker of Rajasthan who tried to stop a child marriage taking place in 


her village. 


Gender equality includes protection from sexual harassment and right to work with dignity, 
which is a universally recognized basic human right. The common minimum requirement of 
this right has received global acceptance. The International Conventions and norms are, 
therefore, of great significance in the formulation of the guidelines to achieve this purpose. 


In view of this and the absence of enacted law to provide for the effective enforcement of the 
basic human right of gender equatity and guarantee against sexual harassment and abuse, 
more particularly against sexual harassment at work places, the Supreme Court in this case 
incorporated various provisions of ‘Convention on the Elimination of All Forms of 
Discrimination against Women' into the Indian law laying down the guidelines and norms 
specified hereinafter for due observance at all work places or other institutions, until a 
legislation is enacted for the purpose. This was done in exercise of the power available 
under Article 32 of the Constitution for enforcement of the fundamental rights and it is further 
emphasised that this would be treated as the law declared by this Court under Article 141 of 
the Constitution. 


The guidelines and norms pre-scribed herein are as under: 


Having regard to the definition of ‘human rights' in Section 2(d) of the Protection of Human 
Rights Act, 1993. 


Taking note of the fact that the present civil and penal laws in India do not adequately 
provide for specific protection of women from sexual harassment in work places and that 
enactment of such legislation will take considerable time. 


It is necessary and expedient for employers in work places as well as other responsible 
persons or institutions to observe certain guidelines to ensure t 


he prevention of sexual 
harassment of women: 


' Vishaka and others v. State of Rajasthan and Others, AIR 1997 SC 3011 
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1. Duty of the Employer or other responsible persons in work places and other 
institutions: 


‘ onay be the duty of the employer or other responsible persons in work places or other 
institutions to prevent or deter the commission of acts of sexual harassment and to provide 
the procedures for the resolution, settlement or prosecution of acts of sexual harassment by 
taking all steps required. 


2. Definition: 


For this purpose, sexual harassment includes such unweicome sexually determined 
behaviour (whether directly or by implication) as: 


a) physical contact and advances; 

b) a demand or request for sexual favours; 

c) sexually coloured ieiterks: 

d) showing pornography; 

e) any other unwelcome physical, verbal or non-verbal conduct of sexual nature. 


Where any of these acts is committed in circumstances whereunder the victim of such 
conduct has a reasonable apprehension that in relation to the victim's employment or work 
whether she is drawing salary, or honorarium or voluntary, whether in Government, public or 
private enterprise such conduct can be humiliating and may constitute a health and safety 
problem. It is discriminatory for instance when the woman has reasonable grounds to believe 
that her objection would disadvantage her in connection with her employment or work 
including recruiting or promotion or when it creates a hostile work environment. Adverse 
consequences might be visited if the victim does not consent to the conduct in question or 
raises any objection thereto. 


3. Preventive Steps: 


All employers or persons in charge of work place whether in the public or private sector 
should take appropriate steps to prevent sexual harassment. Without prejudice to the 
generality of this obligation they should take the following steps: 


a. Express prohibition of sexual harassment as defined above at the work place should be 
notified, published and circulated in appropriate ways. 


b. The Rules/Regulations of Government and Public Sector bodies relating to conduct and 
discipline should include rules/regulations prohibiting sexual harassment and provide for 
appropriate penalties in such rules against the offender. 


c. As regards private employers steps should be taken to include the aforesaid prohibitions 
in the. standing orders under the Industrial Employment (Standing Orders) Act, 1946. 


d. Appropriate work conditions should be provided in respect of work, leisure, health and 
hygiene to further ensure that there is no hostile environment towards women at work 
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places and no employee woman should have reasonable grounds to believe that she Is 


disadvantaged in connection with her employment. 


4. Criminal Proceedings: 


Where such conduct amounts to a specific offence under the Indian Penal Code or 


under any other law, the employer shall initiate appropriate action in accordance with law by 
making a complaint with the appropriate authority. 


In particular, it should ensure that victims, or witnesses are not victimized or 
discriminated against while dealing with complaints of sexual harassment. The victims of 
sexual harassment should have the option to seek transfer of the perpetrator or their own 


transfer. 
5. Disciplinary Action: 
Where such conduct amounts to misconduct in employment as defined by the relevant 


service rules, appropriate disciplinary action should be initiated by the employer in 
accordance with those rules. 


6. Complaint Mechanism: 


Whether or not such conduct constitutes an offence under law or a breach of the service 
rules, an appropriate complaint mechanism should be created in the employer's organization 
for redress of the complaint made by the victim. Such complaint mechanism should ensure 
time bound treatment of complaints. 


7. Complaints Committee: 


The complaint mechanism, referred to in (6) above, should be adequate to provide, where 
necessary, a Complaints Committee, a special counselor or other support service, including 
the maintenance of confidentiality. 


The Complaints Committee should be headed by a woman and not less than half of its 
member should be women. Further, to prevent the possibility of any undue pressure or 
influence from senior levels, such Complaints Committee should involve a third party, either 
NGO or other body who is familiar with the issue of sexual harassment. 


The Complaints Committee must make an annual report to the Government department 
concerned of the complaints and action taken by them. 


The employers and person in charge will also report on the compliance with the aforesaid 


guidelines including on the reports of the Complaints Committee to the Government 
department. 


8. Workers’ Initiative: 


Employees should be allowed to raise issues of sexual harassment at 


in other appropriate forum and it should be affirmativel 
Meetings. 


workers' meeting and 
y discussed in Employer-Employee 
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9. Awareness: 


Awareness of the rights of female employees in this regard should be created in 
particular by prominently notifying the guidelines ( 


on the subject) in a suitable manner. 


10. Third Party Harassment: 


and appropriate legislation when enacted 


Where sexual harassment Occurs as a result of an act or omission by any third party or 


outsider, the employer and person in charge will take all steps necessary and reasonable to 
assist the affected person in terms of Support and preventive action. 


11. The Central/State Governments are requested to consider adopting suitable measures 


including legislation to ensure that the guidelines laid down by this order are also observed 
by the employers in Private Sector. 


12. These guidelines will not prejudice any rights available under the Protection of Human 
Rights Act, 1993. 


The court ordered directed that: 


"....the above guidelines and norms would be strictly observed in all work 
places for the preservation and enforcement of the right to gender equality of the 
working women. These directions would be binding and enforceable in law until 
Suitabic legislation is enacted to occupy the field.” 
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E) National Human Rights Institutions 


Introduction: 

Apart from the formal justice delivery system in the country, there also exists a number of 
statutory as well as constitutional institutions, which are referred to as National Human 
Rights Institutions (NHRIs) which are entrusted with a complaint-mechanism system in case 
of human rights violations, overseeing the status of human rights and work for its 
improvement in the country. These institutions can always become important alternative 
avenues in the fight against the torture. They are introduced briefly in the following pages. 
1.1 The National Human Rights Commission 


The National Human Rights Commission is an expression of India's concern for the 
protection and promotion of human rights. lt came into being in October, 1993. The 
Protection of Human Rights Act 1993 (PHRA) provides for the establishment of a National 
Human Rights Commission, State Human Rights Commission in States and Human Rights 
Courts for better protection of Human Rights and for matters connected therewith or 


incidental thereto. 
The National as well as the State Commissions consist of a Chairperson and four members. 
Website: http://www.nhrc.nic.in 
i) The purpose of the PHRA : 
The Parliament of India enacted the PHRA in 1993 for the following purposes: 
1. To provide for the constitution of a National Human Rights Commission; 


2. To provide for the constitution of a State Human Rights | Commission in States; 
and | 


3. To provide for the constitution of Human Rights Courts for better protection of Human 
Rights and for matters connected therewith. 


This Act came into force on 28th September 1993. 
ii) Definition of Human Rights: 


According to Section 2 (d) of the Protection of Human Rights Act, “Human Rights” means the 


cdi? ga to life, liberty, equality and dignity of the individual guaranteed by the 
Constitution or embodied in the international covenants and enforceable by courts in India. 


iii) The National Human Rights Commission: 


The National Human Rights Commission shall be constituted by the Central Government. It 
shall consist of: | 


1. A Chairperson, who has been a Chief Justice of the Supreme Court: 


2. One Member who is, or has been, a Judge of the Supreme Court: 
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3. One Member who is, or has been, the Chief Justice of a High Court: 


. Members to be appointed from amongst persons having knowledge of, or 
practical experience in, matters relating to human rights. 


iv) Deemed Members of the Commission 


The following persons shall be deemed to be members of the commission for discharging 
the functions specified in clauses (b) to (j) of Section 12: 


a. The Chairperson of the National Commission for minorities 
b. The National Commission for the Scheduled Castes and Scheduled Tribes 
c. The National Commission for the Women 

v) Headquarters of NHRC 


The headquarters of the National Human Rights Commission shall be at Delhi. If necessary, 
offices may be established at other places of India with the approval of the Central 
Government. 


vi) Functions of the National Human Rights Commission 


The following are the functions to be performed by the National Human Rights Commission 
as per Section 12 of the Act: 


1. Inquire, suo motu or ona petition presented to it by a victim or any person on his behalf, 
into complaint of: : 


a. Violation of human rights or abetment thereof or 

b. Negligence in the prevention of such violation, by a public servant. 

_ 2. Intervene in any proceeding involving any allegation of violation of human rights pending 
before a court with the approval of such court; 


3. Visit, under intimation to the State Government, any jail or any other institution under the 
control of the State Government, where persons are detained or lodged for purposes of 
treatment, reformation or protection to study the living conditions of the inmates and 
make recommendations thereon; 

4. Review the safeguards provided by or under the Constitution or any law for the time 
being in force for the protection of human rights and recommend measures for their 
effective implementation; 

5. Review the factors, including acts of terrorism that inhibit the enjoyment of human rights 
and recommend appropriate remedial measures; 

6. Study treaties and other international instruments on human rights and make 
recommendations for their effective implementation; 


7. Undertake and promote research in the field of human rights; 


; 
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8. Spread human rights literacy among various S 


ections of society and promote awareness 
of the safeguards available for the protection of these rights through publications, the 
media, seminars and other available means, | 

Encourage the efforts of non-governmental organizations and institutions working in the 


field of human rights; 


10. Such other functions as it may consider necessary for the promotion of human rights. 


vii) Procedure for dealing with complaints 


The procedure for dealing with the complaints by the Nationat Human Rights Commission is 
prescribed in paragraph 8 of the NHRC (Procedure) Regulations, 1994. lt states that: 


1. 


All complaints in whatever form received by the Commission shall be registered and 
assigned a number and placed for admission before a bench of two Members constituted 
for the purpose not later than two weeks of receipt thereof. Ordinarily complaints of the 
following nature are NOT entertained by the Commission: 


a. In regard to events which happened more than one year before the making of the 
complaints; 


b. With regard to matters which are sub-judice; 

S Which are vague, anonymous or pseudonymous; 

d. Which are of frivolous nature, or 

e. Those, which are outside the purview of the Commission. 
No fee is chargeable on complaints. 


Every attempt should be made to disclose a complete picture of the matter leading to the 
complaint and the same may be made in English or Hindi to enable the Commission to 
take immediate action. To facilitate the filing of the complaints, the Commission shall, 
however, entertain complaints in any language included in Eighth Schedule of the 
Constitution. It shall be open to the Commission to ask for further information and 
affidavits to be filed in support of allegations whenever considered necessary. 


The Commission may, in its discretion, accept telegraphic complaints and complaints 
conveyed through Fax. 


The Commission shall have power to dismiss a compliant in limini. 


Upon admission of a complaint, the Chairperson/Commission shall direct whether the 
matter would be set down for inquiry by it or should be investigated into. 


On every complaint on which the Chairperson/Commission takes a decision to either 
hold an inquiry or investigation, the Secretariat shall call for reports/comments from the 
concerned Government/authority giving the latter a reasonable time therefor. 


On receipt of the comments of the concerned authority, a detailed note on the merits of 
the case shall be Prepared for consideration of the Commission. 
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9. The directions and recommendations of the Commission shall be communicated to the 
concerned Gover nment/authority and the petitioner as provided for in sections 18 and 19 
of the Act within one week of completion of the proceedings before the Commission. On 
receipt of the comments of the concerned Government or authority, the Commission 
Shall publish the report within one week of the receipt of the appropriate intimation. 


10. The Commission may, in its discretion, afford a personal hearing to the petitioner or any 


other person on his behalf and such other person or persons as in the opinion of the 
Commission should be heard for appropriate disposal of the matter before it and, where 
necessary, call for records and examine witnesses in connection with it. The 
Commission shall afford a reasonable hearing, including opportunity of cross-examining 
witnesses, if any, in Support of the complaint and leading of evidence in support of his 
Stand, to a person whose conduct is enquired in to be it or where in its opinion the 
reputation of such person is likely to be prejudicially affected. 


1 


as 


.Where investigation is undertaken by the team of the Commission (The Commission ! 
shall have its own team of investigation to be headed by a person not below the rank of a 
Director General of Police, 2 Superintendents of Police, 6 Deputy Superintendents of 
Police and 24 inspectors of Police and such other categories of officers as the 
Commission from time to time decides. The Commission may in any given case appoint 
an appropriate number of outsiders to be associated with the investigation either as 
Investigators or Observers) or by any other person under its discretion, the report shall 
be submitted within a week of the completion or such further time as the Commission 
may allow. The Commission may, in its discretion, direct further investigation in a given 
case if it is of opinion that investigation has not been proper or the matter requires further 
investigation for ascertaining the truth or enabling it to properly dispose of the matter. 
On receipt of the report, the Commission on its own motion, or if moved in the matter, 
may direct inquiry to be carried by it and receive evidence in course of such inquiry. 


12.The Commission or any of its Members when requested by the Chairperson may 
undertake visits for an on-the-spot study and where such study is undertaken by one or 
more members, a report thereon shall be furnished to the Commission as early as 


possible. 
viii) Powers of NHRC relating to inquiries 


Every proceeding before NHRC shall be deemed to be a judicial proceeding and the 
Commission shall be deemed to be a Civil Court. While inquiring in to complaints under the 
Act, the NHRC shall have all the powers of a Civil Court trying a suit under the Code of Civil 
Procedure, and in particular NHRC shall have the following powers: 


» Summoning and enforcing the attendance of witnesses and examining them on oath; 
« Discovery and production of any document; 

= Receiving evidence on affidavits; 

«= Requisitioning any public record or copy thereof from any Court or office; 

= Issuing commissions for the examination of witnesses or documents; 
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ix) Investigation by NHRC 

The NHRC shall have its own team of investigation to be headed by a person not below the 
rank of a Director General of Police, 2 Superintendents of Police, 6 Deputy Fo agehammee 
of Police and 24 inspectors of Police and such other categories of officers i the 
Commission from time to time decides. The NHRC may in any given aan: Bppont an 
appropriate number of outsiders to be associated with the investigation either as 


Investigators or Observers. 
x) Steps to be taken by NHRC after inquiry 
After completion of the inquiry the NHRC may take any of the following steps: 


1. Where the inquiry discloses the commission of violation of human rights or 
negligence in the. prevention of violation of human rights by a public servant, it may 
recommend to the concerned Government or authority the initiation of proceedings 
for prosecution or such other action as the commission may deem fit against the 
concerned person or persons; | 


Oo Approach the Supreme court or the concerned High court for such directions, orders 
or writs as the Court may deem necessary; 


3. Recommend to a concern Government or authority for the grant of such immediate 
interim relief to the victim or the members of its family as the commission may 
consider necessary; | 


a, Provide copy of the inquiry report to the petitioner or his representative; 


5. Send a copy of the inquiry report together with recommendations to the concerned 
Government or authority and the concerned Government or authority shall, within a 
period of one month, or such further time as the NHRC may allow, forward to NHRC, 
its comments on the report, including the action taken or proposed to be taken; 


6. Publish its inquiry report together with the comments of the concerned Government 
or authority, if any, and the action taken or proposed to be taken by the concerned 
Government or authority on the recommendations of the commission: 


xij) State Human Rights Commission 


The respective State Governments may constitute a body to be known as the (Name of the 
State) Human Rights Commission. The State Human Rights Commission shall consist of: 


1. A Chairperson, who has been a Chief Justice of a High Court; 
One Member who is, or has been, a Judge of a High Court; 


2 
3. One Member who is, or has been, a District Judge in that State; 
4 


Two mate. to be appointed from amongst persons having knowledge of, or practical 
experience in, matters relating to human rights. 
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The Headquarters of the State Commission shall be at such place as the State Government 
may, by notification, Specify, 

The State Human Rights Commission may inquire into violation of Human Rights only in 
respect of matters relatable to any of the entries enumerated in List |! and List III in the 
Seventh Schedule to the Constitution. If any matter is already being inquired into by the 


NHRC or any other Commission duly constituted under any law then the SHRC shall not 
inquire into the said matter. 


The State Government shall make available to the Commission, an officer not below the 
rank of a Secretary to the State Government, who shall be the Secretary of the State 
Commission; and such police and investigative staff under an officer not below the rank of 
an Inspector General of Police and such other officers and staff as may be necessary for the 
efficient performance of the functions of the State Human Rights Commission. 


The State Human Rights Commission is conferred with the power to regulate its own 
procedure. 


xiii) Functions and Powers of the SHRC 


The functions of the State Human Rights Commission are same as that of the National 
Human Rights Commission. The SHRC shall perform all of any of the following functions: 


1. Inquire, suo motu or on a petition presented to it by a victim or any person on his behalf, 
into complaint of: 


a. Violation of human rights or abetment thereof or 
b. Negligence in the prevention of such violation, by a public servant. 


2. Intervene in any proceeding involving any allegation of violation of human rights pending 
before a court with the approval of such court; 


3. Visit, under intimation to the State Government, any jail or any other institution under the 
control of the State Government, where persons are detained or lodged for purposes of 
treatment, reformation or protection to study the living conditions of the inmates and 
make recommendations thereon; 

4. Review the safeguards provided by or under the Constitution or any law for the time 
being in force for the protection of human rights and recommend measures for their 
effective implementation; 

5. Review the factors, including acts of terrorism that inhibit the enjoyment of human rights 
and recommend appropriate remedial measures; 


6. Undertake and promote research in the field of human rights; 

7. Spread human rights literacy among various sections of society and promote awareness 
of the safeguards available for the protection of these rights through publications, the 
media, seminars and other available means; 
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8. Encourage the efforts of non-governmental organizations and institutions working in 
the field of human rights; 


9. Such other functions as it may consider necessary for the promotion of human rights. 


xiv) Powers of SHAC relating to inquiries 


Every proceeding before SHRC shall be deemed to be a judicial proceeding and the 
Commission shall be deemed to be a Civil Court. While inquiring in to complaints under the 
Act, the SHRC shall have all the powers of a Civil Court trying a suit under the Code of Civil 
Procedure, and in particular SHRC shall have the following powers: 


= Summoning and enforcing the attendance of witnesses and examining them on oath; 
» Discovery and production of any document; 
» Receiving evidence on affidavits; 
= Requisitioning any public record or copy thereof from any Court or office; 
« lssuing commissions for the examination of witnesses or documents; 
xv) Investigation by SHRC 


The SHRC may for the purpose of conducting any investigation pertaining to the inquiry, 
utilize the services of any officer or any investigation agency of the Central Government or 
any State Government with the concurrence of the Central Government or the State 
Government, as the case may be. The investigating officer shall investigate into any matter 
pertaining to the inquiry and submit a report to the SHRC within the period specified by 
SHRC. 


For the purpose of investigation into any matter pertaining to the inquiry, the investigating 
officer or agency may summon and enforce the attendance of any person and examine him, 


require the discovery and production of any document, and requisition any public record or 
copy thereof from any office. 


The SHRC shall satisfy itself about the correctness of the facts stated and the conclusion 
arrived at in the report submitted to it by making such inquiry including examination of the 
person or persons who conducted or assisted in the investigation. 


No statement made by a person in the course of giving evidence shall be used against him 
In any Civil or criminal proceeding except in prosecution for giving false evidence. 


xvi) Steps to be taken by SHAC after inquiry 


After completion of the inquiry the SHRC may take any of the following steps: 


1. Where the inquiry discloses the commission of vi 
in the prevention of violation of human ri 
the concerned Government or authority 
such other action as the commission 
persons; 


Olation of human rights or negligence 
ghts by a public servant, it may recommend to 
the initiation of proceedings for prosecution or 
may deem fit against the concerned person or 
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2. Approach the Supreme court or the conc 


erned High court for such directions, orders or 
writs as the Court may deem necessary; 


Recommend to a concern Government or authority for the grant of such immediate 


interim relief to the victim or the members of its family as the commission may consider 
necessary; 


4. Provide copy of the inquiry report to the petitioner or his representative: 


S. Send a copy of the inquiry report together with recommendations to the concerned 
Government or authority and the concerned Government or authority shall, within a 
period of one month, or such further time as the NHRC may allow, forward to NHRC, its 
comments on the report, including the action taken or Proposed to be taken; 


6. Publish its inquiry report together with the comments of the concerned Government or 
authority, if any, and the action taken or proposed to be taken by the concerned 
Government or authority on the recommendations of the commission; 


xvii) Human Rights Courts 


The State Government may, with the concurrence of the Chief Justice of the High Court, by 
notification, specify for each district, a Court of Sessions to be a Human Rights Court for the 
purpose of providing speedy trial of “offences arising out of violation of human rights.” The 
State Government shall specify a Public Prosecutor or appoint an advocate who has been in 
Practice as an advocate for not less than 7 years, as a Special Public Prosecutor for every 
Human Rights Court, for the purpose of conducting cases in the Human Rights Courts. 


1.2 National Commission for Women 


The National Commission for Women was set up as Statutory body in January 1992 under 


the National Commission for Women Act, 1990 ( Act No. 20 of 1990 of Govt.of India ) to: 


* review the Constitutional and Legal safeguards for women ; 

* recommend remedial legislative measures ; 

* facilitate redressal of grievances and 

* advise the Government on all policy matters affecting women. 


In keeping with its mandate, the Commission initiated various steps to improve the status of 
women and worked for their economic empowerment during the year under report. The 
Commission completed its visits to all the States/UTs except Lakshdweep and prepared 
Gender Profiles to assess the status of women and their empowerment. It received a large 
number of complaints and acted suo-moto in several cases to provide speedy justice. It 
took up the issue of child marriage, sponsored legal awareness programmes, Parivarik 
Mahila Lok Adalats and reviewed laws such as Dowry Prohibition Act, 1961, PNDT Act 
1994, Indian Penal Code 1860 and the National Commission for Women Act, 1990 to make 
them more stringent and effective. It organized workshops/consultations, constituted expert 
committees on economic empowerment of women, conducted workshops/seminars for 
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sf oe ) icide, violence against 
gender awareness and took up publicity campaign against female foeticide, ane! 9° 
women, etc. in order to generate awareness in the society against these social eviis. 


The Commission consists of a Chairperson and five members. At least one member een 
shall be from amongst persons belonging to Scheduled Caste and Scheduled Tribe 


respectively. 


Website: http://ncw:nic.in/ 
1.3 National Commission for Minorities 


The Government of India constituted a National Commission for Minorities in May, 1993. The 
setting up of Minorities Commission was envisaged in the Ministry of Home Affairs 
Resolution dated 12.01.1978, which specifically mentioned that “despite the safeguards 
provided in the Constitution and the laws in force, there persists among the Minorities a 
feeling of inequality and discrimination. In order to preserve secular traditions and to 
promote National Integration the Government of India attaches the highest importance to the 
enforcement of the safeguards provided for the Minorities and is of the firm view that 
effective institutional arrangements are urgently required for the enforcement and 
implementation of all the safeguards provided for the Minorities in the Constitution, in the 
Central and State Laws and in the government policies and administrative schemes 
enunciated from time to time." The Commission was charged with the function of evaluating 
the various safeguards provided in the Constitution for the protection of the minorities and in 
the laws passed by the Parliament and the State legislatures. In course of time, the 
Commission suggested that its position be strengthened by conferring on it statutory powers 
of enquiry under the Commissions of Inquiry Act 1952. The Commission also suggested that 
it be given a constitutional status so that it could function more effectively. Accordingly, the 
Parliament enacted the Commission for Minorities Act, 1992 to establish the National 
Commission for Minorities on a statutory basis. 


An interesting feature of the Act is that it does not define the term ‘Minority’ but leaves it to 
the Central Government to notify minorities for the purpose of the Act. 


Website: http:/www.ncm.nic.in 


1.4 National Commission for Scheduled Castes 


With a view to provide safeguards against the exploitation of Scheduled castes and 
Scheduled Tribes and to promote and protect their socia!, educational, economic and 
cultural interests, special provisions were made in the Constitution. Due to their social 
disability and economic backwardness, they were grossly handicapped in getting reasonable 
share in elected offices, Government jobs and educational institutions and, therefore, it was 
considered necessary to follow a policy of reservations in their favour to ensure their 
equitable participation in governance. Consequently, the National Commission for 
Scheduled Castes and Scheduled Tribes came into being on passing of the Constitution 
(Sixty fifth Amendment) Bill, 1990 which was notified on 8-6-1990. However, with the 


Constitution (Eighty-Ninth Amendment). Act, 2003 coming into force on 19-2-2004 vide 
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ene of that date, the National Commission for Scheduled Castes & Scheduled Tribes 
got Diturcated and a separate National Commission for Scheduled Caste was constituted. 


The Commission comprises of a Chairperson, a Vice-Chairperson and three other Members. 


Website: http://nesc. nic. in/ 


1.5 National Commission for Scheduled Tribes 


Consequent upon the Constitution (Eighty-Ninth Amendment) Act, 2003 coming into force on 
19-2-2004 vide Notification of that date, the National Commission for Scheduled Tribes was 
set up under Article 338A on the bifurcation of the erstwhile National Commission for 
Scheduled Castes and Scheduled Tribes to oversee the implementation of various 
Safeguards provided to Scheduled Tribes under the Constitution. The Commission 
comprises a Chairperson, a Vice-Chairperson and three full time Members (including one 
lady Member). The term of all the Members of the Commission is three years from the date 
of assumption of charge. The National Commission for Scheduled Tribes functions from its 
Headquarters at New Delhi and from the State Offices of the Commission located in Six 
States. The six State Offices of the National Commission for Scheduled Tribes which work 
closely with the Commission. They keep a watch on the formulation of policy and issue of 
guidelines relating to the welfare of Scheduled Tribes in the States and Union Territories and 
keep the Commission’s Headquarters informed about the development periodically. Policy 
decisions taken by any State Government/UT Administration affecting the interests of the 
Scheduled Tribes are brought to the notice of the concerned authorities for necessary action. 


To investigate and monitor all matters relating to the safeguards provided for the Scheduled 
Tribes, to inquire into specific complaints with respect to the deprivation of rights and 
Safeguards of the Scheduled Tribes, to participate and advise in the planning process of 
socio-economic development of the STs, to make necessary recommendations for their 
protection, welfare and socio-economic development are some of the duties and functions 
assigned to the Commission. 
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F) Selected Guidelines of the NHRC 


1. Letter to chief ministers of states on the video filming of post-mortem 


examinations in cases of custodial deaths. 


Justice Ranganath Misra August 10,1995 


Chairperson 


My dear Chief Minister, 


The National Human Rights Commission soon after its constitution in October, 1993, called 
upon the law and order agencies at the district level throughout the country to report matters 
relating to custodial death and custodial rape within 24 hours of occurrence. Since then 
ordinarily reports of such incidents have been coming to the Commission through the official 
district agencies. The Commission is deeply disturbed over the rising incidents of death in 
police lock-up and jails. Scrutiny of the reports in respect of all these custodial deaths by the 
Commission very often shows that the post-mortem in many cases has not been done 
properly. Usually the reports are drawn up casually and do not at all help in the forming of an 
opinion as to the cause of death. The Commission has formed an impression that a 
systematic attempt is being made to suppress the truth and the report is merely the police 
version of the incident. 


The post-mortem report was intended to be the most valuable record and considerable 
importance was being placed on this document in drawing conclusions about the death. 


The Commission is of a prima-facie view that the local doctor succumbs to police pressure 
which leads to distortion of the facts. The Commission would like that all post-mortem 
examinations done in respect of deaths in police custody and in jails should be video-filmed 
and cassettes be sent to the Commission along with the post-mortem report. The 
Commission is alive to the fact that the process of video-filming will involve extra cost but 


you would agree that human life is more valuable than the cost of video-filming and such 
occasions should be very limited. 


We would be happy if you would be good enough to immediately sensitise the higher 


officials in your state police to introduce video-filming of post mortem examination with effect 
from 1st October, 1995. 


We look forward for your response within three weeks. 


With regards, 
g Yours sincerely, 


Sd/- 
To 
(Ranganath Misra) 


Chief Ministers of all States, Pondicherry & the National Capital Territory of Delhi / 
Governors of those States under the President's rule. 
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2. Letter to chief ministers/administrators of all states/union territories with a 
request to adopt the mode! autopsy form and the additional procedure for 


inquest. 
Justice M.N. Venkatachaliah No. NHRC/ID/PM/96/57 
Chairperson National Human Rights Commission 


(Former Chief Justice of India) 


March 27, 1997 
Dear Chief Minister, 


May | invite your kind attention to a matter which NHRC considers of some moment in its 
steps to deal with custodial deaths? The Commission on the 14" December, 1993 had 
issued a general circular requiring all the District Magistrates and the Superintendents of 
Police to report to the Commission, incidents relating to custodial deaths and rapes within 24 
hours of their occurrence. A number of instances have come to the Commission's notice 
where the post-mortem reports appear to be doctored due to influence/pressure to protect 
the interest of the police/jail officials. In some cases it was found that the post-mortem 
examination was not carried out properly and in others, inordinate delays in their writing or 
collecting. As there is hardly any outside independent evidence in cases of custodial 
violence, the fate of the cases would depend entirely on the observations recorded and the 
opinion given by the doctor in the post-mortem report. If post-mortem examination is not 
thoroughly done or manipulated to suit vested interests, then the offender cannot be brought 
to book and this would result in travesty of justice and serious violation of human rights in 
Custody would go on with impunity. 


With a view to preventing such frauds, the Commission recommended to all the States to 
video-film the post-mortem examination and send the cassettes to the Commission. 


lt was felt that the Autopsy Report forms now in use in the various States, are not 
comprehensive and, therefore, do not serve the purpose and also give scope for doubt and 
manipulation. The Commission, therefore, decided to revise the autopsy-form to plug the 
loopholes and to make it more incisive and purposeful. 

The Commission, after ascertaining the views of the States and discussing with the experts 
in the field and taking into consideration, though not entirely adopting, the U.N. Model 
Autopsy protocol, has prepared a Model Autopsy form enclosed as Annexure-l.' 


In this connection, it was felt that some incidental improvements are also called for in regard 
to the conduct of inquests. For proper assessment of “Time since death” or ‘the time of 


! Available at http://www.nhre.nic.in www.nhre.nic.in (Pathway for the search: Homepage — Important Instructions — Custodial 
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death’, determination of temperature changes and development of Rigor Mortis at the time of 
first examination at the scene is essential. This can conveniently be done by following some 
easily understandable and implementable procedure. The procedure to be followed by those 
in charge of inquest, is indicated in Annexure-ll? to this letter. This is a small but important 


addition to the inquest procedure. 


The Commission recommends your Government to prescribe the Model Autopsy Form 
(Annexure-|) and the additional procedure for inquest as indicated in Annexure-II, to be 
followed in your State with immediate effect. 


| shall look forward to your kind and favourable response. 


Yours sincerely, 
Sd/- 
(M.N. Venkatachaliah) 


To 


Chief Ministers of all States/Union Territories. 


Se 


2 ; 
Available at http://www.nhre.nic.in (Path 

deaths/Rape). ey Cee aearch: Homepage — Important Instructions — Custodial 

People’s Watch 


178 


3. Guidelines relating to administration of polygraph test 


[Lie Detector Test] 


No. 117/8/97-98 
National Human Rights Commission 
(Law Division-Iil) 


S. K. Srivastava Sardar Patel Bhavan, 
Assistant Registrar (Law) Sansad Marg, 


New Delhi -110 001. 


11, January, 2000 
To 


Chief Secretaries of States /Union Territories. 
Sub: Guidelines Relating to Administration of Polygraph Test (Lie Detector Test). 


Sir, 
| am directed to state that the Commission in its Proceeding on 12.11.1999 has considered 


the Guidelines relating to Administration of Polygraph Test (Lie Detector Test) on an 
accused and directed that: : 


“The Commission adopted the Guidelines and decided that it should be circulated to all 
..- concerned authorities for being followed scrupulously.” 


Accordingly, a copy of the above Guidelines is forwarded herewith. 


You are, therefore, requested to follow the said guidelines and acknowledge the same. 


Yours faithfully, 
Sd/-Assistant 


Registrar (Law) 


Encl: As above. 
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3 (a) Guidelines Relating to Administration of Polygraph Test (Lie Detector 


Test) on an Accused 


The Commission has received complaints pertaining to the conduct of Polygraph Test (Lie 
Detector Test) said to be administered under coercion and without informed consent. The 
tests were conducted after the accused was allegedly administered a certain drug. As the 
existing police practice in invoking Lie Detector Test is not regulated by any ‘Law’ or 
subjected to any guidelines, it could tend to become an instrument to compel the accused to 
be a witness against himself violating the constitutional immunity from testimonial 


compulsion. 


These matters concerning invasion of privacy have received anxious consideration from the 
Courts (see Gomathi Vs. Vijayaraghavan (1995) Cr. L.J. 81 (Mad); Tushaar Roy Vs. Sukla 
Roy (1993) Cr. L.J. 1959 (Cal); Sadashiv Vs. Nandini (1995) Cr. L.J. 4090). A suggestion for 
legislative intervention was also made, in so far as matrimonial disputes were concerned. 
American Courts have taken the view that such tests are routinely a part of everyday life and 
upheld their consistence with due process (See Breithbaupht Vs. Abram (1957) 352 US 
432). To hold that ‘because the privilege against testimonial compulsion “protects only 
against extracting from the person’s own lips” (See Blackford Vs. US (1958) 247 F (20) 745), 
the life and liberty provisions are not attracted may not be wholly satisfactory. In India’s 
context the immunity from invasive-ness (as aspect of Art. 21) and from self-incrimination 
(Art. 20 (3)) must be read together. The general executive power cannot intrude on either 
constitutional rights and liberty or, for that matter any rights of a person (See Ram Jawayya 
Kapur (1955) 2 SCR 225). In the absence of a specific ‘law’, any intrusion into fundamental 
rights must be struck down as constitutionally invidious ( See Ram Jawayya Kapur (1955) 2 
SCR 225; Kharak Singh (1964) 1 SCR 332 at pp. 350; Bennett Coleman (1972) 2 SCR 288 
at pr. 26-7; Thakur Bharat Singh (1967) 2 SCR 454 at pp. 459-62; Bishamber Dayal (1982) 1 
SCC 39 at pr. 20-27; Naraindass (1974) 3 SCR at pp. 636-8; Satwant (1967) 3 SCR 525). 
The lie detector test is much too invasive to admit of the argument that the authority for Lie 
Detector Tests comes fromm the General power to interrogate and answer questions or make 
Statements (Ss 160-167 Cr. P.C.). However, in India we must proceed on the assumption of 
constitutional invasiveness and evidentiary impermissiveness to take the view that such 
holding of tests is a prerogative of the individual not an empowerment of the police. In as 
much as this invasive test is not authorised by law, it must perforce be regarded as illegal 
and a unless it is voluntarily undertaken under non-coercive circumstances. If 
the police A of conducting a lie detector test is not authorised by law and impermissible, 
oth cal a oad oplgdac ge. : it is ee = - . distinction 
De eacersll a tte ol nt a. ? as ~ SS Se is of some 
ca 4 ailtanerenes <i an 2 aagpabsie = available to any person. 
Recast Willi to cleer may samme’ mm person saying; | wish o a lie detector test 
your name, take a lie detector test" A F te phe ee peagE <9 ae wis 
. A Still worse situation would be where the police say, 


“Take a lie detector test, and we will let P 
you go’. In the fi , 
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want , 
vl Ss to taKe me test. It would still have to be examined whether such volunteering was 
€r coercive circumstances or not. In the second and third examples, the police implicitly 


(in the second example) and explicitly (in the third example) link up the taking of the lie 
detector test to allowing the accused to go free. 


The extent and nature of the ‘self-incrimination’ is wide enough to cover the kinds of 
Statements that were Sought to be induced. In M.P. Sharma AIR 1954 SC 300, the Supreme 
Court included within the protection of the self-incrimination rule all positive volitional acts 
which furnish evidence. This by itself would have made all or any interrogation impossible. 
The test - as stated in Kathi Kalu Oghad (AIR 1961 SC 1808)-retains the requirement of 
personal volition and states that ‘self-incrimination’ must mean conveying information based 
upon the personal knowledge of the person giving information’. By either test, the 


information sought to be elicited in a Lie Detector Test is information in the personal 
knowledge of the accused. 


The Commission, after bestowing its careful consideration on this matter of great 
importance, lays down the following guidelines relating to the administration of Lie Detector 
Tests: 


i. No Lie Detector Tests should be administered except on the basis of consent of the 
accused. An option should be given to the accused whether he wishes to avail such test. 


li. If the accused volunteers for a Lie Detector Test, he should be given access to a lawyer 
and the physical, emotional and legal implication of such a test should be explained to 
him by the police and his lawyer. 


iii. The consent should be recorded before a Judicial Magistrate. 


iv. During the hearing before the Magistrate, the person alleged to have agreed should be 
duly represented by a lawyer. 


v. At the hearing, the person in question should also be told in clear terms that the 
statement that is made shall not be a ‘confessional’ statement to the Magistrate but will 
have the status of a statement made to the police. 


vi.. The Magistrate shall consider all factors relating to the detention including the length of 
detention and the nature of the interrogation. 


vii. The actual recording of the Lie Detector Test shall be done in an independent agency 
(such as a hospital) and conducted in the presence of a lawyer. 


viii. A full medical and factual narration of manner of the information received must be 
taken on record. 
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G. Model Post-Mortem Report Form 
(Read carefully the instructions at Appendix ‘A’) 


AME OR WIBTITUTION ee 


Post Mortem Report No. Date 


Conducted by Dr. 
Date & Time of receipt of the body and Inquest papers for Autopsy 


EAE — EE eee EEL 
Date & Time of commencement of Autopsy 
Time of completion of Autopsy 


Date & Time of examination of the dead body at Inquest (as per Inquest Report) 


dl ee ae ———e 


Name & Address of the person 


video recording the Autopsy 


Note: The tape should be duly sealed, signed and dated and sent to the National 
Human Rights Commission, Sardar Patel Bhawan, Sansad Marg, New Delhi. 


CASE PARTICULARS 


1. (a) Name of deceased and as entered in the Jail or Police record 


(b) S/O, D/O, W/O 


(c) Address : 


2. Age (Approx) : yrs; Sex : Male/Female 
3. Body brought by (Name and rank of Police Officials) 
(i) 


eS eee eee ll 
(i) 
EE EEE  lt—*™ 


of Police Station 
a 
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4. Identified by (Names & addresses of relatives/persons acquainted ) 


(i) 
ie, a | ) 


(i) 
ee oa a a | le 


IF HOSPITAL DEAD BODIEs - (particulars as per hospital records) 


Date & Time of Admission in Hospital 
Date & Time of Death in Hospital 


Central Registration No. of Hospital 


SCHEDULE OF OBSERVATIONS 


(A) GENERAL 


(I) Height cms. (2) Weight Kgs. 


(3) Physique - (a) lean/ medium / obese 
(b) Well built/average built/poor built/emaciated 
(4) Identification features (if body is unidentified) 
(i) OSS ll 
(ii) OO SS 6 ee 


(iii) Finger prints be taken on seperate sheet and attached by the doctor. 


(5) Description of clothes worn - important features: 


(6) Post-mortem Changes : 


(a) As seen during inquest 


a. 2A————— = l(t 
ee i all 
en 


Whether rigor mortis present 


Tempameeee(nectal) ee 


Others 


(b) As seen at Autopsy - 
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(7) (a) External general appearance — 


(b) State of eyes 


(c) Natural orifices 


(B) EXTERNAL INJURIES: 
(Mention Type, Shape, Length x Breadth & Depth of each injury and its relation to 
important body landmark. Indicate which injuries are fresh and which are old and 
their duration.) 

Instructions :- 

(i) Injuries be given serial number and mark similarly on the diagrams attached. 

(ii) In stab injuries, mention angles, margins and direction inside body. 

(iii) In fire arm injuries, mention about effects of fire also. 

C) INTERNAL EXAMINATION 
1. HEAD 


(a) Scalp findings 


(b) Skull (Describe fractures here & show them on body diagram enclosed) 


(c) Meninges, meningeal spaces & Cerebral vessels(Hemorrhage & its locations, abnormal 


smell etc. be noted) 


(d) Brain findings & Wt. (Wt. gms.) 


(e) Orbital, nasal & aural cavities - findings. 
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2. NECK 
* Mouth, Tongue & Pharynx 
* Larynx & Vocal cords 
* Condition of neck tissues 


* Thyroid & other cartilage conditions 


« Trachea 


3. CHEST 
*« Ribs and Chest wall 
« Oesophagus 


« Trachea & Bronchial Tree-Heart findings & Wt. 


- Pleural Cavities -R - 
-L 
Lungs findings & Wt. - At. gms. & Lt. 


Poricandl Sac 
- Heart findings & Wt. 
-Large blood vessels 
4. Abdomen 
= Condition of abdominal wall 
= Peritoneum & Peritoneal cavity 
= Stomach (wall condition, contents & smell) (Weight 
= Small intestines including appendix 


= Large intestines & Mesentric vessels 


s Liver including gall bladder (wt. gms) 
» Spleen (wt. gms.) 
» Pancreas 
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gms. 


* Kidneys finding & Wt. - Rt. gms. & Lt. 
« Bladder & urethra 
« Pelvic cavity tissues 


» Pelvic Bones 


= Genital organs (Note the condition of vagina, scrotum, presence of foreign body, 


presence of foetus, semen or any other fluid, and contusion, abrasion in and 


round genital organs). 


5. SPINAL COLUMN & SPINAL CORD (To be opened where indicated) 

OPINION 

i) Probable time since death (keep all factors including observations at inquest) 

li) Cause & manner of death- The cause of death to the best of my knowledge and belief is :- 
(a) Immediate cause — 

(b) Due to — 


(c) Which of the injuries are ante-mortem/post-mortem and duration if antemortem ? 


(d) Manner of causation of injuries 


(e) Whether injuries (individually or collectively) are sufficient to cause death in ordinary 


course of nature or not ? 


ii) Any other 
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SPECIMENS COLLECTED @ HANDED OVER (Please tick) 


(a) i (Stomach with contents, small intestine with contents, sample of liver, 
idney (one half of each), spleen, sample of blood on gauze piece (dried), 
any other viscera, preservative used) 


(b) Clothes 


(Cc) Photographs (Video cassettes in case of custody deaths), finger prints etc) 


(d) Foreign body (like bullet, ligature etc.) 
(e) Sample of preservative in cases of posioning. 
(f) f) Sample of seal 


(g) Inquest papers (mention total number & initial them) 
(h) Slides from vagina, semen or any other material 


PM report in original, ___ inquest papers, dead body, clothings and other articles - 
(mention there) duly sealed (Nos. __ ) handed over to police official 
No. . of RS whose 

signatures are herewith. 

Signature: 

Name of Medical Officer 

(in block _ letters) 

Designation 


SEAL 


SOURCE: http://www.nhre.nic.in/ 
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APPENDIX : 
1. Model autopsy protocol 


A. Introduction 


Difficult or sensitive cases should ideally be the responsibility of an objective, experienced, well- 


ell-trained prosecutor (the person performing the autopsy and preparing the written 
report) who is separate from any potentially involved political organization or entity. Unfortunately, 
this ideal is often unattainable. This proposed model autopsy protocol includes a comprehensive 
checklist of the steps in a basic forensic postmortem examination that should be followed to the 
extent possible given the resources available. Use of this autopsy protocol will permit early and 
final resolution of potentially controversial cases and will thwart the speculation and innuendo that 
are fueled by unanswered, partially answered or poorly answered questions in the investigation of 


equipped and w 


an apparently suspicious death. 


This model autopsy protocol is intended to have several applications and may be of value to the 
following categories of individuals: 


(a) Experienced forensic pathologists may follow this model autopsy protocol to ensure a 
systematic examination and to facilitate meaningful positive or negative criticism by later 
observers. While trained pathologists may justifiably abridge certain aspects of the 
postmortem examination or written descriptions of their findings in routine cases, abridged 
examinations or reports are never appropriate in potentially controversial cases. Rather, a 
systematic and comprehensive examination and report are required to prevent the omission or 
loss of important details; | 


‘ (b) General pathologists or other physicians who have not been trained in forensic pathology but 
are familiar with basic postmortem examination techniques may supplement their customary 
autopsy procedures with this model autopsy protocol. It may also alert them to situations in 
which they should seek consultation, as written material cannot replace the knowledge gained 
through experience; 


(c) Independent consultants whose expertise has been requested in observing, performing ol 


reviewing an autopsy may cite this model autopsy protocol and its proposed minimum criterie 
as a basis for their actions or opinions; 


(d) Governmental authorities, international political organizations, law enforcement agencies 
families or friends of decedents, or representatives of potential defendants charged wit! 
responsibility for a death may use this model autopsy protocol to establish appropriat 
procedures for the postmortem examination prior to its performance; 


(e) Historians, journalists, attorneys, judges, other physicians and representatives of the publi 


He also use this model autopsy protocol as a benchmark for evaluating an autopsy and i 
ndings; ay 
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Gover indivi | 
0 bi ie aaa a individuals who are attempting either to establish or upgrade their medico- 
representing th r Investigating deaths may use this model autopsy protocol as a guideline, 

g the procedures and goals to be incorporated into an ideal medico legal system. 


While performing any medico legal death investigation, the prosecutor should collect information 


that will establish the identity of the deceased, the time and place of death, the cause of death, 
and the manner or mode of death (homicide, suicide, accident or natural). 


It is of the utmost importance that an autopsy performed following a controversial death be 
thorough in scope. The documentation and recording of the autopsy findings should be equally 
thorough so as to permit meaningful use of the autopsy results (see annex II, below). It is 
important to have as few omissions or discrepancies as possible, as proponents of different 
interpretations of a case may take advantage of any perceived shortcomings in the investigation. 
An autopsy performed in a controversial death should meet certain minimum criteria if the autopsy 
report is to be proffered as meaningful or conclusive by the prosecutor, the autopsy's sponsoring 


agency or governmental unit, or anyone else attempting to make use of such an autopsy's findings 
or conclusions. 


This model autopsy protocol is designed to be used in diverse situations. Resources such as 
autopsy rooms, X-ray equipment or adequately trained personnel are not available everywhere. 
Forensic pathologists must operate under widely divergent political systems. In addition, social and 
religious customs vary widely throughout the world; an autopsy is an expected and routine 
procedure in some areas, while it is abhorred in others. A prosecutor, therefore, may not always 
be able to follow all of the steps in this protocol when performing autopsies. Variation from this 
protocol may be inevitable or even preferable in some cases. It is suggested, however, that any 
major deviations, with the supporting reasons, should be noted. 


It is important that the body should be made available to the prosecutor for a minimum of 12 hours 
in order to assure an adequate and unhurried examination. Unrealistic limits or conditions are 
occasionally placed upon the prosecutor with respect to the length of time permitted for the 
examination or the circumstances under which an examination is allowed. When conditions are 
imposed, the prosecutor should be able to refuse to perform a compromised examination and 
should prepare a report explaining this position. Such a refusal should not be interpreted as 
indicating that an examination was unnecessary or inappropriate. If the prosecutor decides to 
proceed with the examination notwithstanding difficult conditions or circumstances, he or she 
should include in the autopsy report an explanation of the limitations or impediments. 


Certain steps in this model autopsy protocol have been emphasized by the use of boldface type. 
These represent the most essential elements of the protocol. 


9 . 


B. Proposed model autopsy protocol 


1. Scene investigation 


The prosecutor(s) and medical investigators should have the right of access to the scene where 
the body is found. The medical personnel should be notified immediately to assure that no 
alteration of the body has occurred. If access to the scene was denied, if the body was altered or if 
information was withheld, this should be stated in the prosecutor's report. 


People's Watch - 


189 


A system for co-ordination between th 
enforcement agencies) should be establi 
prosecutor will be notified and who will be in charge of the scen 
evidence is often the role of the non-medical investigators, but the m 


e medical and non-medical investigators (e.g. law 
shed. This should address such issues as how the 
e. Obtaining certain types of 
edical investigators who have 


access to the body at the scene of death should perform the following steps: 


(a) 
(b) 


()) 
(d) 


(h) 


(i) 


()) 


(k) 


(I) 


Photograph the body as it is found and after it has been moved; 

Record the body position and condition, including body warmth or coolness, lividity and 
rigidity; 

Protect the deceased's hands, e.g. with paper bags; 


Note the ambient temperature. In cases where the time of death is an issue, rectal 
temperature should be recorded and any insects present should be collected for forensic 
entomological study. Which procedure is applicable will depend on the length of the apparent 
postmortem interval; 


Examine the scene for blood, as this may be useful in identifying suspects; 
Record the identities of all persons at the scene; 


Obtain information from scene witnesses, including those who last saw the decedent alive, 
and when, where and under what circumstances. Interview any emergency medical personnel 
who may have had contact with the body; 


Obtain identification of the body and other pertinent information from friends or relatives. 
Obtain the deceased's medical history from his or her physician(s) and hospital charts, 
including any previous surgery, alcohol or drug use, suicide attempts and habits; 


Place the body in a body pouch or its equivalent. Save this pouch after the body has been 
removed from it; 


Store the body in a secure refrigerated location so that tampering with the body and its 
evidence cannot occur; 


Make sure that projectiles, guns, knives and other weapons are available for examination by 
the responsible medical personnel: 


If the decedent was hospitalized prior to death, obtain admission or blood specimens and any 
X-rays, and review and summarize hospital records; 


(m) Before beginning the autopsy, become familiar with the types of torture or violence that are 


prevalent in that country or locale (see annex Il). 


2. Autopsy 


The following Protocol should be followed during the autopsy: 


(a) Record the date, starting and finishing times, and place of the a 
take as long as an entire working day) 


utopsy (a complex autopsy may 
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(b) Record the name(s) of the prosecutor 
present during the autopsy, 

political or administrative affil 
indicated, and one person sh 


(s), the participating assistant(s), and all other persons 
including the medical and/or scientific degrees and professional, 
lations(s) of each. Each person's role in the autopsy should be 
ould be designated as the principal prosecutor who will Have the 
SuthOtiy to direct the performance of the autopsy. Observers and other team members are subject 
to direction by, and should not interfere with, the principal prosecutor. The time(s) during the 


autopsy when each person is present should be included. The use of a "sign-in" sheet is 
recommended; 


(c) Adequate photographs are crucial for thorough documentation of autopsy findings: 


(i) Photographs should be in colour (transparency or negative/print), in focus, adequately 
illuminated, and taken by a professional or good quality camera. Each photograph should 
contain a ruled reference scale, an identifying case name or number, and a sample of 
Standard grey. A description of the camera (including the lens "f-number" and focal length), 
film and the lighting system must be included in the autopsy report. If more than one 
camera is utilized, the identifying information should be recorded for each. Photographs 
should also include information indicating which camera took each picture, if more than one 
camera is used. The identity of the person taking the photographs should be recorded; 


(ii) Serial photographs reflecting the course of the external examination must be included. 
Photograph the body prior to and following undressing, washing or cleaning and shaving; 


(iii) Supplement close-up photographs with distant and/or immediate range photographs to 
permit orientation and identification of the close-up photographs; | 


(iv) Photographs should be comprehensive in scope and must confirm the presence of all 
demonstrable signs of injury or disease commented upon in the autopsy report; 


(v) Identifying facial features should be portrayed (after washing or cleaning the body), with 
photographs of a full frontal aspect of the face, and right and left profiles of the face with 
hair in normal position and with hair retracted, if necessary, to reveal the ears; 


(d) Radiograph the body before it is removed from its pouch or wrappings. X-rays should be 
repeated both before and after undressing the body. Fluoroscopy may also be performed. 
Photograph all X-ray films; 


(i) Obtain dental X-rays, even if identification has been established in other ways; 


(ii) Document any skeletal system injury by X-ray. Skeletal X-rays may also record 
anatomic defects or surgical procedures. Check especially for fractures of the fingers, toes 
and other bones in the hands and feet. Skeletal X-rays may also aid in the identification of 
the deceased, by detecting identifying characteristics, estimating age and height, and 
determining sex and race. Frontal sinus films should also be taken, as these can be 


particularly useful for identification purposes, 
(iii) Take X-rays in gunshot cases to aid in locating the projectile(s). Recover, photograph 
and save any projectile or major projectile fragment that is seen on an X-ray. Other radio- 


People's Watch. 191 


opaque objects (pacemakers, artificial joints or valves, knife fragments etc.) documented 


with X-rays should also be removed, photographed and saved; 


(iv) Skeletal X-rays are essential in children to assist in determining age and developmental 


status; 
(e) Before the clothing is removed, examine the body and the clothing. Photograph the 
clothed body. Record any jewellery present, 


(f) The clothing should be carefully removed over a clean sheet or body pouch. Let the 
clothing dry if it is bloody or wet. Describe the clothing that is removed and label it ina 
permanent fashion. Either place the clothes in the custody of a responsible person or keep 
them, as they may be useful as evidence or for identification; 


(g) The external examination, focusing on a search for external evidence of injury is, in 
most cases, the most important portion of the autopsy; 


(i) Photograph all surfaces - 100 per cent of the body area. Take good quality, well-focused, colour 
photographs with adequate illumination; 


(ii) Describe and document the means used to make the identification. Examine the body and 
record the deceased's apparent age, length, weight, sex, head hair style and length, nutritional 
status, muscular development and colour of skin, eyes and hair (head, facial and body); 


(iii) In children, measure also the head circumference, crown-rump length and crown-heel length; 
(iv) Record the degree, location and fixation of rigor and livor mortis; 


_(v) Note body warmth or coolness and state of preservation; note any decomposition changes, 
such as skin slippage. Evaluate the general condition of the body and note adipocere formation, 
maggots, eggs or anything else that suggests the time or place of death; 


(vi) With all injuries, record the size, shape, pattern, location (related to obvious anatomic 
landmarks), colour, course, direction, depth and structure involved. Attempt to distinguish injuries 
resulting from therapeutic measures from those-unrelated to medical treatment. In the description 
of projectile wounds, note the presence or absence of soot, gunpowder, or singeing. If gunshot 
residue is present, document it photographically and save it for analysis. Attempt to determine 
whether the gunshot wound is an entry or exit wound. If an entry wound is present and no exit 
wound is seen, the projectile must be found and saved or accounted for. Excise wound tract tissue 


samples for microscopic examination. Tape together the edges of knife wounds to assess the 
blade size and characteristics; 


(vil) Photograph all injuries, taking two colour pictures of each, labelled with the autopsy 
identification number on a scale that is oriented parallel or perpendicular to the injury. Shave hair 
where necessary to clarify an injury, and take photographs before and after shaving. Save all hair 
removed from the site of the injury. Take photographs before and after washing the site of any 


injury. Wash the body only after any blood or materi 
al that may have come fr 
been collected and saved: ° cae ae 
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Rtn ag skin. Note and photograph any scars, areas of keloid formation, tattoos, 

| oles, areas of increased or decreased pigmentation, and anything distinctive or 
unique such as birthmarks. Note any bruises and incise them for delineation of their extent. Excise 
them for microscopic examination. The head and genital area should be checked with special 
care. Note any injection sites or puncture wounds and excise them to use for toxicological 
evaluation. Note any abrasions and excise them; microscopic sections may be useful for 
attempting to date the time of injury. Note any bite marks; these should be photographed to record 
the dental pattern, swabbed for saliva testing (before the body is washed) and excised for 
microscopic examination. Bite marks should also be analysed by a forensic odontologist, if 
possible. Note any burn marks and attempt to determine the cause (burning rubber, a cigarette, 
electricity, a blowtorch, acid, hot oil etc.). Excise any suspicious areas for microscopic 


examination, as it may be possible to distinguish microscopically between burns caused by 
electricity and those caused by heat; 


(ix) Identify and label any foreign object that is recovered, including its relation to specific injuries. 
Do not scratch the sides or tip of any projectiles. Photograph each projectile and large projectile 
fragment with an identifying label, and then place each in a sealed, padded and labelled container 
in order to maintain the chain of custody; 


(x) Collect a blood specimen of at least 50 cc from a subclavian or femoral vessel: 


(xi) Examine the head and external scalp, bearing in mind that injuries may be hidden by the hair. 
Shave hair where necessary. Check for fleas and lice, as these may indicate unsanitary conditions 
prior to death. Note any alopecia as this may be caused by malnutrition, heavy metals (e.g. 
thallium), drugs or traction. Pull, do not cut, 20 representative head hairs and save them, as hair 
may also be useful for detecting some drugs and poisons; | 


(xii) Examine the teeth and note their condition. Record any that are absent, loose or damaged, 
- and record all dental work (restorations, fillings etc.), using a dental identification system to identify 
each tooth. Check the gums for periodontal disease. Photograph dentures, if any, and save them if 
the decedent's identity is unknown. Remove the mandible and maxilla if necessary for 
identification. Check the inside of the mouth and note any evidence of trauma, injection sites, 
needle marks or biting of the lips, cheeks or tongue. Note any articles or substances in the mouth. 
In cases of suspected sexual assault, save oral fluid or get a swab for spermatozoa and acid 
phosphatase evaluation. (Swabs taken at the tooth-gum junction and samples from between the 
teeth provide the best specimens for identifying spermatozoa.) Also take swabs from the oral 
cavity for seminal fluid typing. Dry the swabs quickly with cool, blown air if possible, and preserve 
them in clean plain paper envelopes. If rigor mortis prevents an adequate examination, the 


masseter muscles may be cut to permit better exposure; 

(xiii) Examine the face and note if it is cyanotic or if petechiae are present; 

a. Examine the eyes and view the conjunctiva of both the globes and the eyelids. Note any 
petechiae in the upper or lower eyelids. Note any scleral icterus. Save contact lenses, if any are 
present. Collect at least 1 ml of vitreous humor from each eye; 
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er 
b. Examine the nose and ears and note any evidence of trauma, haemorrhage or oth 
abnormalities. Examine the tympanic membranes; 


(xiv) Examine the neck externally on all aspects and note any contusions, abrasions or et 
Describe and document injury patterns to differentiate manual, ligature and hanging strangulation. 
Examine the neck at the conclusion of the autopsy, when the blood has drained out of the area 


and the tissues are dry; 


(xv) Examine all surfaces of the extremities: arms, forearms, wrists, hands, legs and feet, and note 
any "defence" wounds. Dissect and describe any injuries. Note any bruises about the wrists or 
ankles that may suggest restraints such as handcuffs or suspension. Examine the medial and 
lateral surfaces of the fingers, the anterior forearms and the backs of the knees for bruises; 


(xvi) Note any broken or missing fingernails. Note any gunpowder residue on the hands, document 
photographically and save it for analysis. Take fingerprints in all cases. If the decedent's identity is 
unknown and fingerprints cannot be obtained, remove the "glove" of the skin, if present. Save the 
fingers if no other means of obtaining fingerprints is possible. Save fingernail clippings and any 
under-nail tissue (nail scrapings). Examine the fingernail and toenail beds for evidence of objects 
having been pushed beneath the nails. Nails can be removed by dissecting the lateral margins and 
proximal base, and then the undersurface of the nails can be inspected. If this is done, the hands 
must be photographed before and after the nails are removed. Carefully examine the soles of the 
feet, noting any evidence of beating. Incise the soles to delineate the extent of any injuries. 
Examine the palms and knees, looking especially for glass shards or lacerations; 


(xvii) Examine the external genitalia and note the presence of any foreign material or semen. Note 
the size, location and number of any abrasions or contusions. Note any injury to the inner thighs or 
peri-anal area. Look for peri-anal burns; 


(xviii) In cases of suspected sexual assault, examine all potentially involved orifices. A speculum 
should be used to examine the vaginal walls. Collect foreign hair by combing the pubic hair. Pull 
and save at least 20 of the deceased's own pubic hairs, including roots. Aspirate fluid from the 
vagina and/or rectum for acid phosphatase, blood group and spermatozoa evaluation. Take swabs 


from the same areas for seminal fluid typing. Dry the swabs quickly with cool, blown air if-possible, 
and preserve them in clean plain paper envelopes; 


(xix) The length of the back, the buttocks and extremities including wrists and ankles must be 


systematically incised to look for deep injuries. The shoulders, elbows, hips and knee joints must 
also be incised to look for ligamentous injury; 


(h) The internal examination for internal evidence of in 


Se jury should clarify and augment the external 
examination; 


(i) Be systematic in the internal examination. Perform the examination either by body regions or by 
apetene, including the cardiovascular, respiratory, biliary, gastrointestinal, reticuloendothelial 
genitourinary, endocrine, musculoskeletal, and central nervous systems. Record the weight sine, 
shape, colour and consistency of each Organ, and note any neoplasia, inflammation eraaaaiion. 
haemorrhage, ischemia, infarcts, surgical Procedures or injuries. Take sections of normal and any 
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abnormal areas of each or 


| 7 gan for microscopic examination. Take samples of any fractured bones 
for radiographic and micro 


Scopic estimation of the age of the fracture: 


(ii) Examine ihe chest. Note any abnormalities of the breasts. Record any rib fractures, noting 
whether cardiopulmonary resuscitation was attempted. Before Opening, check for 
pneumothoraces. Record the thickness of subcutaneous fat. Immediately after opening the chest, 


sites, collect a Sample directly from the heart. Examine the heart, noting degree and location of 
coronary artery disease or other abnormalities. Examine the lungs, noting any abnormalities; 


(iii) Examine the abdomen and record the amount of Subcutaneous fat. Retain 50 grams of 
adipose tissue for toxicological evaluation. Note the interrelationships of the organs. Trace any 
injuries before removing the organs. Note any fluid or blood present in the peritoneal cavity, and 
save it until foreign objects are accounted for. Save all urine and bile for toxicologic examination; 


(iv) Remove, examine and record the quantitative information on the liver, spleen, pancreas, 
kidneys and adrenal glands. Save at least 150 grams each of kidney and liver for toxicological 
evaluation. Remove the gastrointestinal tract and examine the contents. Note any food present 
and its degree of digestion. Save the contents of the stomach. If a more detailed toxicological 
evaluation is desired, the contents of other regions of the gastrointestinal tract may be saved. 
Examine the rectum and anus for burns, lacerations or other injuries. Locate and retain any foreign 
bodies present. Examine the aorta, inferior vena cava and iliac vessels: 


(v) Examine the organs in the pelvis, including ovaries, fallopian tubes, uterus, vagina, testes, 
prostate gland, seminal vesicles, urethra and urinary bladder. Trace any injuries before removing 
the organs. Remove these organs carefully so as not to injure them artifactually. Note any 
evidence of previous or current pregnancy, miscarriage or delivery. Save any foreign objects within 
the cervix, uterus, vagina, urethra or rectum; | 


(vi) Palpate the head and examine the external and internal surfaces of the scalp, noting any 
trauma or hemorrhage. Note any skull fractures. Remove the calvarium carefully and note epidural 
and subdural haematomas. Quantify, date and save any haematomas that are present. Remove 
the dura to examine the internal surface of the skull for fractures. Remove the brain and note any 
abnormalities. Dissect and describe any injuries. Cerebral cortical atrophy, whether focal or 
generalized, should be specifically commented upon; 


(vii) Evaluate the cerebral vessels. Save at least 150 grams of cerebral tissue for toxicological 
evaluation. Submerge the brain in fixative prior to examination, if this is indicated: 


(viii)/Examine the neck after the heart and brain have been removed and the neck vessels have 
been drained. Remove the neck organs, taking care not to fracture the hyoid bone. Dissect and 
describe any injuries. Check the mucosa of the larynx, pyriform sinuses and sh hanlnaaamabes aed 
any petechiae, edema or burns caused by corrosive substances. Note any articles or substances 


195 
People's Watch - 


; ine the 
within ‘the lumina of these structures. Examine the thyroid gland. Separate and exam! 


parathyroid glands, if they are readily identifiable; 


(ix) Dissect the neck muscles, noting any haemorrhage. Remove all organs, including bc tongue. 
Dissect the muscles from the bones and note any fractures of the hyoid bone or thyroid or cricoid 
cartilages; 

(x) Examine the cervical, thoracic and lumbar spine. Examine the vertebrae from their = 
aspects and note any fractures, dislocations. Compressions or haemorrhages. Examine He 
vertebral bodies. Cerebrospinal fluid may be obtained if additional toxicological evaluation Is 
indicated; 

(xi) In cases in which spinal injury is suspected, dissect and describe the spinal cord. Examine the 
cervical spine anteriarly and note any haemorrhage in the paravertebral muscles. The posterior 
approach is best for evaluating high cervical injuries. Open the spinal canal and remove the spinal 
cord. Make transverse sections every 0.5 cm and note any abnormalities; 


(i) After the autopsy has been completed, record which specimens have been saved. Label all 
specimens with the name of the deceased, the autopsy identification number, the date and time of 
collection, the name of the prosecutor and the contents. Carefully preserve all evidence and record 
the chain of custody with appropriate release forms; 


(i) Perform appropriate toxicologic tests and retain portions of the tested samples to permit 
retesting; 


a. Tissues: 150 grams of liver and kidney should be saved routinely. Brain, hair and adipose tissue 
may be saved for additional studies in cases where drugs, poisons or other toxic substances are 
suspected; 


b. Fluids: 50 cc (if possible) of blood (spin and save serum in all or some of the tubes), all available 
urine, vitreous humor and stomach contents should be saved routinely. Bile, regional 
gastrointestinal tract contents and cerebrospinal fluid should be saved in cases where drugs, 


poisons or toxic substances are suspected. Oral, vaginal and rectal fluid should be saved in cases 
of suspected sexual assault; 


(ii) Representative samples of all major organs, including areas of normal and any abnormal 
tissue, should be processed histologically and stained with hematoxylin and eosin (and other 
Stains as indicated). The slides, wet tissue and paraffin blocks should be kept indefinitely; 


(iii) Evidence that must be saved includes: 


a. All foreign objects, including projectiles, projectile fragments, pellets, knives and fibers. 
Projectiles must be subjected to ballistic analysis; 


All clothes and personal effects of the deceased, worn by or in the possession of the 
deceased at the time of death; 


c. Fingernails and under nail scrapings: 


d. Hair, foreign and pubic, in cases of Suspected sexual assault: 
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€. Head hair, in Cases where the 


place of death or location of the body prior to its discovery 
may be an issue: 


(j) After the autopsy, 


all unretained organs should be replaced in the body, and the body should be 
well embalmed to fa 


Cilitate a second autopsy in case one is desired at some future point; 


(k) The written autopsy report should address those items that are emphasized in boldface type in 
the protocol. At the end of the autopsy report should be a summary of the findings and the cause 
of death. This should include the prosecutor's comments attributing any injuries to external trauma, 
therapeutic efforts, postmortem change, or other causes. A full report should be given to the 
appropriate authorities and to the deceased's family. 


2. Principles on the effective investigation and documentation of torture and 
other cruel, inhuman or degrading treatment or punishment (the Istanbul 


Protocol) 
UN Office for the High Commissioner for Human Rights, New York and Geneva, 2001 
The Commission on Human Rights in its resolution 2000/43 and the UN General Assembly in its 
resolution 55/89 drew the attention of Governments to the Principles and strongly encouraged 
Governments to reflect upon the Principles as a useful tool in combating torture. 


1. The purposes of effective investigation and documentation of torture and other cruel, 
inhuman or degrading treatment (hereafter torture or other ill-treatment) include the following: 

(i) Clarification of the facts and establishment and acknowledgment of individual and State 
responsibility for victims and their families; 

(ii) Identification of measures needed to prevent recurrence: 

(iii) Facilitating prosecution and/or, as appropriate, disciplinary sanctions for those indicated by 
the investigation as being responsible, and demonstrating the need for full reparation and 
redress from the State, including fair and adequate financial compensation and provision of 


the means for medical care and rehabilitation. 


2. States shall ensure that complaints and reports of torture or ill-treatment shall be promptly 
and effectively investigated. Even in the absence of an express complaint, an investigation 
should be undertaken if there are other indications that torture or ill-treatment might have 
occurred. The investigators, who shall be independent of the suspected perpetrators and the 
agency they serve, shall be competent and impartial. They shall have access to, or be 
empowered to commission, investigations by impartial medical or other experts. The 
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methods used to carry out such investigations shall meet the highest professional standards, 


and the findings shall be made pubiic 


3. (a) The investigative authority shal! have the power and obligation to obtain all the information 
necessary to the inquiry. The persons conducting the investigation shall have at their 
disposal all the necessary budgetary and technical resources for effective investigation. They 
shall also have the authority to oblige all those acting in an official capacity allegedly involved 
in torture or ill-treatment to appear and testify. The same shall apply to any witness. To this 
end, the investigative authority shall be entitled to issue summonses to witnesses, including 
any Officials allegedly involved, and to demand the production of evidence. 

3. (b) Alleged victims of torture or ill-treatment, witnesses, those conducting the investigation and 
their families shall be protected from violence, threats of violence or any other form of 
intimidation that may arise pursuant to the investigation. Those potentially implicated in 
torture or ill-treatment shall be removed from any position of control or power, whether direct 
or indirect, over complainants, witnesses and their families, as well as those conducting the 
investigation. 

4. Alleged victims of torture or ill-treatment and their legal representatives shall be informed of, 
and have access to, any hearing, as well as to all information relevant to the investigation, 
and shall'bé entitled to present other evidence. 

5. (a) In cases in which the established investigative procedures are inadequate because of 
insufficient expertise or suspected bias, or because of the apparent existence of a pattern of 
abuse, or for other substantial reasons, States shall ensure that investigations are 
undertaken through an independent commission of inquiry or similar procedure. Members of 
such a commission shall be chosen for their recognized impartiality, competence and 
independence as individuals. in particular, they shall be independent of any suspected 
perpetrators and the institutions or agencies they may serve. The commission shall have the 
authority to obtain all information necessary to the inquiry and shall conduct the inquiry as 
provided for under these Principles. Under certain circumstances, professional ethics may 
require information to be kept confidential. These requirements should be respected. 

5. (6) A written report, made within a reasonable time, shall include the scope of the inquiry, 
procedures and methods used to evaluate evidence as well as conclusions and 
recommendations based on findings of fact and on applicable law. On completion, this report 
shall be made public. It shall also describe in detail specific events that were found to have 
occurred, the evidence upon which such findings were based, and list the names of 
witnesses who testified, with the exception of those whose identities have been withheld for 
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their own protection. The State shall, within a reasonable period of time, reply to the report of 
the investigation and, as appropriate, indicate steps to be taken in response. 

6. (a) Medical experts involved in the investigation of torture or ill-treatment should behave at all 
times in conformity with the highest ethical standards and in particular shall obtain informed 
consent before any examination is undertaken. The examination must conform to established 
Standards of medical practice. In particular, examinations shall be conducted in private under 
the control of the medical expert and outside the presence of security agents and other 
government officials. 


6. (b) The medical expert should promptly prepare an accurate written report. This report should 
include at least the following 

(i) | Circumstances of the interview: name of the subject and names and affiliations of those 
present at the examination; the exact time and date; the location, nature and address of the 
institution (including, where appropriate, the room) where the examination is being conducted 
(e.g. detention centre, clinic, house, etc.); the circumstances of the subject at the time of the 
examination (e.g. nature of any restraints on arrival or during the examination, presence of 
security forces during the examination, demeanour of those accompanying the prisoner, 
threatening statements to the examiner, etc.); and any other relevant factor; 

(ii) | History: a detailed record of the subject’s story as given during the interview, including 
alleged methods of torture or ill-treatment, the times when torture or ill-treatment is alleged to 
have occurred and all complaints of physical and psychological symptoms; 

(iii) Physical and psychological examination: a record of all physical and psychological findings 
on clinical examination, including appropriate diagnostic tests and, where possible, colour 
photographs of all injuries; 

(iv) Opinion: an interpretation as to the probable relationship of the physical and psychological 
findings to possible torture or ill-treatment. A recommendation for any necessary medical and 
psychological treatment and/or further examination should be given; 

(v) Authorship: the report should clearly identify those carrying out the examination and should 
be signed. 

6. (c) The report should be confidential and communicated to tne subject or his or her nominated 
representative. The views of the subject and his or her representative about the examination 
process should be solicited and recorded in the report. It should also be provided in writing, 
where appropriate, to the authority responsible for investigating the allegation of torture or ill- 
treatment. It is the responsibility of the State to ensure that it is delivered securely to these 
persons. The report should not be made available to any other person, except with the 
consent of the subject or on the authorization of a court empowered to enforce such transfer. 
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3. Principles of Medical Ethics relevant to the Role of Health Personnel, 
particularly Physicians, in the Protection of Prisoners and Detainees against 
Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment 


Adopted by General Assembly resolution 37/194 of 18 December 1982 


Principle 1 

Health personnel, particularly physicians, charged with the medical care of prisoners and 
detainees have a duty to provide them with protection of their physical and mental health and 
treatment of disease of the same quality and standard as is afforded to those who are not 


imprisoned or detained. 


Principle 2 


It is a gross contravention of medical ethics, as well as an offence under applicable international 
instruments, for health personnel, particularly physicians, to engage, actively or passively, in acts 
which constitute participation in, complicity in, incitement to or attempts to commit torture or other 
cruel, inhuman or degrading treatment or punishment. 1 


Principle 3 


It is a contravention of medical ethics for health personnel, particularly physicians, to be involved in 
any professional relationship with prisoners or detainees the purpose of which is not solely to 
evaluate, protect or improve their physical and mental health. 


Principle 4 
It is a contravention of medical ethics for health personnel, particularly physicians: 


( a ) To apply their knowledge and skills in order to assist in the interrogation of prisoners and 
detainees in a manner that may adversely affect the physical or mental health or condition of such 
prisoners or detainees and which is not in accordance with the relevant international instruments; 


(b ) To certify, or to participate in the certification of, the fitness of prisoners or detainees for any 
form of treatment or punishment that may adversely affect their physical or mental health and 
which is not in accordance with the relevant international instruments, or to Participate in any way 
in the infliction of any such treatment or punishment which is not in accordance with the relevant 
international instruments. 


Principle 5 


It is a contravention of medical ethics for health personnel, particularly physicians, to participate in 
any whet for restraining a prisoner or detainee unless such a procedure is determined in 
accordance with purely medical criteria as being necessary for the protection of the physical or 


= health “y the safety of the prisoner or detainee himself, of his fellow Prisoners or detainees, 
or of his guardians, and presents no hazard to his physical or mental health. 
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Principle 6 


There may be no derogation from the fore 


| going principles on any ground whatsoever, including 
public emergency. 


1. See the Declaration on the Protection of All Persons from Being Subjected to Torture and 
Other Cruel. Inhuman or Degrading Treatment or Punishment (resolution 3452 (XXX), annex). 


2. Particularly the Universal Declaration of Human Rights (resolution 217 A (Ill)), the International 
Covenants on Human Rights (resolution 2200 A (XXI). annex), the Declaration on the 
Protection of All Persons from Being Subjected to Torture and Other Cruel, Inhuman or 
Degrading Treatment or Punishment (resolution 3452 (XXX), annex) and the Standard 
Minimum Rules for the Treatment of Prisoners (First United Nations Congress on the 
Prevention of Crime and the Treatment of Offenders: report by the Secretariat (United Nations 
publication, Sales No. E.1956.1V.4, annex |.A)). | 


4. Declaration of Geneva 


Adopted by the 2nd General Assembly of the World Medical Association, Geneva, Switzerland, 
September 1948 and amended by the 22nd World Medical Assembly, Sydney, Australia, August 
1968 and the 35th World Medical Assembly, Venice, Italy, October 1983 and the 46th WMA 
General Assembly, Stockholm, Sweden, September 1994 and editorially revised at the 170th 
Council Session, Divonne-les-Bains, France, May 2005 and the 173rd Council Session, Divonne- 
les-Bains, France, May 2006 


AT THE TIME OF BEING ADMITTED AS A MEMBER OF THE MEDICAL PROFESSION: 

| SOLEMNLY PLEDGE to consecrate my life to the service of humanity; 

| WILL GIVE to my teachers the respect and gratitude that is their due; 

| WILL PRACTISE my profession with conscience and dignity; 

THE HEALTH OF MY PATIENT will be my first consideration; 

| WILL RESPECT the secrets that are confided in me, even after the patient has died; 

| WILL MAINTAIN by all the means in my power, the honour and the noble traditions of the 
medical profession; 


MY COLLEAGUES will be my sisters and brothers; 


| WILL NOT PERMIT considerations of age, disease or disability, creed, ethnic origin, gender, 
nationality, political affiliation, race, sexual orientation, social standing or any other factor to 


intervene between my duty and my patient; 
| WILL MAINTAIN the utmost respect for human life; 
| WILL NOT USE my medical knowledge to violate human rights and civil liberties, even under 


threat; 
| MAKE THESE PROMISES solemnly, freely and upon my honour. 


20.05.2006 “he 
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5. Code of Medical Ethics 


World Medical Association International Code of Medical Ethics 


Adopted by the 3rd General Assembly of the World Medical Association, London, England, 
October 1949 and amended by the 22nd World Medical Assembly Sydney, Australia, August 1968 
and the 35th World Medical Assembly Venice, Italy, October 1983 


DUTIES OF PHYSICIANS IN GENERAL 


A PHYSICIAN SHALL | always maintain the highest standards of professional conduct. 


A PHYSICIAN SHALL | not permit motives of profit to influence the free and independent 
exercise of professional judgement on behalf of patients. 


A PHYSICIAN SHALL | in all types of medical practice, be dedicated to providing competent | 
medical service in full technical and moral independence, with 
compassion and respect for human dignity. 


A PHYSICIAN SHALL 


deal honestly with patients and colleagues, and strive to expose those 
physicians deficient in character or competence, or who e ~-=xe in 
fraud or deception. 


The following practices are deemed to be unethical conduct: 


A. Self advertising by physicians, unless permitted by the laws of the country and the Code of 
Ethics of the National Medical Association. 


B. Paying or receiving any fee or any other consideration solely to procure the referral of a 
patient or for prescribing or referring a patient to any source. 


A PHYSICIAN SHALL 


respect the rights of patients, of colleagues, and of other health 
professionals and shall safeguard patient confidences. 


A PHYSICIAN SHALL 


act only in the patient's interest when providing medical care which 
might have the effect of weakening the physical and mental condition 
of the patient. 


A PHYSICIAN SHALL | use great caution in divulging discoveries or new techniques or 


treatment through non-professional channels. 


A PHYSICIAN SHALL certify only that which he has personally verified. 
DUTIES OF PHYSICIANS TO THE SICK 
A PHYSICIAN SHALL 


always bear in mind the obligation of preserving human life. 


Owe his patients complete loyalty and all the resources of his science. 
Whenever an examination or treatment is beyond the physician's 
Capacity he should summon another physician who has the necessary 
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A PHYSICIAN SHALL Preserve absolute confidentiali 
even after the patient has died. 


ty on all he knows about his patient 


A PHYSICIAN SHALL 


give emergency care as a humanitarian duty unless he is assured that 
others are willing and able to give such care. 


DUTIES OF PHYSICIANS TO EACH OTHER 
A PHYSICIAN SHALL 


behave towards his colleagues as he would have them behave 
towards him. 


A PHYSICIAN SHALL 
NOT 


A PHYSICIAN SHALL 


entice patients from his colleagues. 


observe the principles of the 
World Medical Association. 


"Declaration of Geneva" approved by the 


6. Indian Medical Council (Professional conduct, Etiquette and Ethics) Regulations, 
2002 


6. UNETHICAL ACTS: A physician shall not aid or abet or commit any of the following acts which 
Shall be construed as unethical - 


6.6 Human Rights: The physician shall not aid or abet torture nor shall he be a party to 
either infliction of mental or physical trauma or concealment of torture inflicted by some 
other person or agency in clear violation of human rights. 
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7. Declaration of Tokyo 


Guidelines for Medical Doctors concerning Torture and Other Cruel, Inhuman . Degrading 
Treatment or Punishment in relation to Detention and Imprisonmen 
(As adopted by the 29th World Medical Assembly, Tokyo, Japan, October 1975) 


Preamble 


It is the privilege of the medical doctor to practise medicine in the service of humanity, to 
preserve and restore bodily and mental health without distinction as to persons, to comfort and to 
ease the suffering of his or her patients. The utmost respect for human life is to be maintained 
even under threat, and no use made of any medical knowledge contrary to the laws of humanity. 


For the purpose of this Declaration, torture is defined as the deliberate, systematic or 
wanton infliction of physical or mental suffering by one or more persons acting alone or on the 
orders of any authority, to force another person to yield information, to make a confession, or for 
any other reason. 


Declaration 


1. The doctor shall not countenance, condone or participate in the practice of torture or other 
forms of cruel, inhuman or degrading procedures, whatever the offence of which the victim of 
such procedures is suspected, accused or guilty, and whatever the victim's beliefs or motives, 
and in all situations, including armed conflict and civil strife. 


2. The doctor shall not provide any premises, instruments, substances or knowledge to facilitate 
the practice of torture or other forms of cruel, inhuman or degrading treatment or to diminish 
the ability of the victim to resist such treatment. 


3. The doctor shall not be present during any procedure during which torture or other forms of 
cruel, inhuman or degrading treatment is used or threatened. 


4. A doctor must have complete clinical independence in deciding upon the care of a person for 
whom he or she is medically responsible. The doctor's fundamental role is to alleviate the 


distress of his or her fellow men, and no motive whether personal, collective or political shall 
prevail against this higher purpose. 


S. Where a prisoner refuses nourishment and is considered by the doctor as capable of forming 
an unimpaired and rational judgment concerning the consequences of such a voluntary refusal 
of nourishment, he or she shall not be fed artificially. 'Me decision as to the capacity of the 
prisoner to form such a judgment should be confirmed by at least one other independent 


doctor. The consequences of the refusal of nourishment shall be explained by the doctor to the 
prisoner. 


The — Medical Association will support, and should encourage the international 
community, the national medical associations and fellow doctors, to support the doctor and his 


or her family in the face of threats or reprisals resulting from a refusal to condone the use of 
torture or other forms of cruel, inhuman or degrading treatment. 


People's Watch 


8. World Medical Association Declaration on Human Rights and 
Individual Freedom of Medical Practitioners 


(Adopted by the 37th World Medical Assembly Brussels, Belgium, October 1985) 


~~ The Wort Medical Association is in favour of equality of Opportunity in medical society 
activities, medical education and training, employment, and all other aspects of medical 


Bigfessional endeavours regardless of race, colour, religion, creed, ethnic affiliation, national 
Origin, Sex, age or political affiliation. 


The World Medical Association is unalterably opposed to the denial of membership 
privileges and responsibilities in national medical associations to any duly registered physician 


because of race, colour, religion, creed, ethnic affiliation, national origin, sex, age or political 
affiliation. 


The World Medical Association calls upon the medical profession and all individual 
members of national medical associations to exert every effort to end any instance in which such 
equal rights, privileges or responsibilities are denied, and 


THEREFORE, BE IT RESOLVED that the 37th World Medical Assembly meeting in 
Brussels, Belgium, October 1985, hereby reaffirms its adherence to these principles. 


9. World Medical Association Declaration Concerning Support for 
Medical Doctors Refusing to Participate in, or to Condone, the Use of 
Torture or Other Forms of Cruel, Inhuman or Degrading Treatment 


(Adopted by the 49th WMA General Assembly Hamburg, Germany, November 1997) 
Preamble 


1. On the basis of a number of international ethical declarations and guidelines subscribed to 
by the medical profession, medical doctors throughout the world are prohibited from 
countenancing, condoning or participating in the practice of torture or other forms of cruel, 
inhuman or degrading procedures for any reason. 


2. Primary among these declarations are the World Medical Association's International Code 
of Medical Ethics, Declaration of Geneva, Declaration of Tokyo, and Resolution on Physician 
Participation in Capital Punishment; the Standing Committee of European Doctors' 
Statement of Madrid; the Nordic Resolution Concerning Physician Involvement in Capital 
Punishment; and, the World Psychiatric Association's Declaration of Hawaii. 


3. However, none of these declarations or statements addresses explicitly the issue of what 
protection should be extended to medical doctors if they are pressured, called upon, or 
ordered to take part in torture or other forms of cruel, inhuman or degrading treatment or 
punishment. Nor do these declarations or statements express explicit support for, or the 
obligation to protect, doctors who encounter or become aware of such procedures. 
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Resolution 
4. The World Medical Association (WMA) hereby reiterates and reaffirms the responsibility of 
the organised medical profession: 


i. to encourage doctors to honour their commitment as physicians to serve humanity and to 
resist any pressure to act contrary to the ethical principles governing their dedication to 


this task; 

ii. to support physicians experiencing difficulties as a result of their resistance to any such 
pressure or as a result of their attempts to speak out or to act against such inhuman 
procedures; and, 


iii. to extend its support and to encourage other international organisations, as well as the 
national member associations (NMAs) of the World Medical Association, to support 
physicians encountering difficulties as a result of their attempts to act in accordance with 
the highest ethical principles of the profession. 


5. Furthermore, in view of the continued employment of such inhumane procedures in many 
countries throughout the world, and the documented incidents of pressure upon medical 
doctors to act in contravention to the ethical principles subscribed to by the profession, the 
WMA finds it necessary: : 


i. to protest internationally against any involvement of, or any pressure to involve, medical 
doctors in acts of torture or other forms of cruel, inhuman or degrading treatment or 
punishment; 


li. to support and protect, and to call upon its NMAs to support and protect, physicians who 
are resisting involvement in such inhuman procedures or who are working to treat and 
rehabilitate victims thereof, as well as to secure the right to uphold the highest ethical 
principles including medical confidentiality; | 


iii. to publicise information about and to support doctors reporting evidence of torture and to 
make known proven cases of attempts to involve physicians in such procedures; and, 


iv. to encourage national medical associations to ask corresponding academic authorities to 
teach and investigate in all schools of medicine and hospitals the consequences of 
torture and its treatment, the rehabilitation of the survivors, the documentation of torture, 
and the professional protection described in this Declaration. 7 


10. World Medical Association Declaration on Hunger Strikers 


(Adopted by the 43rd World Medical Assembly Malta, November 1991and editorially revised at the 


44th World Medical Assembly Marbella, Spain, September 1992) 
Preamble 


1. The doctor treating hunger strikers is faced with the following conflicting values: 
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| here oe moral Obligation on every human being to respect the sanctity of life. This 
is Sepecially evident in the case of a doctor, who exercises his skills to save life and 
also acts in the best interests of his patients (Beneficence). 


It is the duty of the doctor to respect the autonomy which the patient has over his 
person. A doctor requires informed consent from his patients before applying any of 
his skills to assist them, unless emergency circumstances have arisen in which case 
the doctor has to act in what IS perceived to be the patient's best interests. 


2. This conflict is apparent where a hunger striker who has issued clear instructions not to be 
resuscitated lapses into a coma and is about to die. Moral obligation urges the doctor to 


resuscitate the patient even though it is against the patient's wishes. On the other hand, 
duty urges the doctor to respect the autonomy of the patient, 


1. Ruling in favour of intervention may undermine the autonomy which the patient has 
over himself. 


2. Ruling in favour of non-intervention may result in a doctor having to face the tragedy 
of an avoidable death. 


3. A doctor/patient relationship is said to be in existence whenever a doctor is duty bound, by 
virtue of his obligation to the patient, to apply his skills to any person, be it in the form of 
advice or treatment. 


This relationship can exist in spite of the fact that the patient might not consent to certain 
forms of treatment or intervention. 


Once the doctor agrees to attend to a hunger striker, that person becomes the doctor's 
patient. This has all the implication and responsibilities inherent in the doctor/patient 
relationship, including consent and confidentiality. 


4. The ultimate decision on intervention or non-intervention should be left with the individual 
doctor without the intervention of third parties whose primary interest is not the patient's 
welfare. However, the doctor should clearly state to the patient whether or not he is able 
to accept the patient's decision to refuse treatment or, in case of coma, artificial feeding, 
thereby risking death. If the doctor cannot accept the patient's decision to refuse such aid, 
the patient would then be entitled to be attended by another physician. 


11. Guidelines for the Management of Hunger Strikers 


Since the medical profession considers the principle. of sanctity of life to be fundamental to its 
practice, the following practical guidelines are recommended for doctors who treat hunger strikers: 


1. Definition 
A hunger striker is a mentally competent person who has indicated that he has decided to 


embark on a hunger strike and has refused to take food and/or fluids for a significant interval. 


2. Ethical Behaviour 
1. Adoctor should acquire a detailed medical history of the patient where possible. 
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2. A doctor should carry out a thorough examination of the patient at the onset of the 


hunger strike. 


3. Doctors or other health care personnel may not apply undue pressure of any sort on 
the hunger striker to suspend the strike. Treatment or care of the hunger striker must 


not be conditional upon him suspending his hunger strike. 


4. The hunger striker must be professionally informed by the doctor of the clinical 
consequences of a hunger strike, and of any specific danger to his own particular case. 
An informed decision can only be made on the basis of clear communication. An 


interpreter should be used if indicated. 


5. Should a hunger striker wish to have a second medical opinion, this should be granted. 
Should a hunger striker prefer his treatment to be continued by the second doctor, this 
should be permitted. In the case of the hunger striker being a prisoner, this should be 
permitted by arrangement and consultation with the appointed prison doctor. 


6. Treating infections or advising the patient to increase his oral intake of fluid (or accept 
intravenous saline solutions) is often acceptable to a hunger striker. A refusal to accept 
such intervention must not prejudice any other aspect of the patients health care. Any 
treatment administered to the patient must be with his approval. 


3. Clear Instructions 
The doctor should ascertain on a daily basis whether or not the patient wishes to continue 
with his hunger strike. The doctor shouid also ascertain on a daily basis what the patient's 
wishes are with regard to treatment should he become unable to make an informed 
decision. These findings must be recorded in the doctors personal medical records and 
kept confidential. 


4. Artificial Feeding 
When the hunger striker has become confused and is therefore unable to make an 
unimpaired decision or has lapsed into a coma, the doctor shall be free to make the 
decision for his patient as to further treatment which he considers to be in the best interest 
of that patient, always taking into account the decision he has arrived at during his 
preceding care of the patient during his hunger strike, and reaffirming article 4 of the 
preamble of this Declaration. 

5. Coercion 


Hunger strikers should be protected from coercive participation. This may require removal 
from the presence of fellow strikers. 


Family 


The doctor ug a responsibility to inform the family of the patient that the patient has embarked on 
a hunger strike, unless this is specifically prohibited by the patient. 
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12. Resolution on Human Rights 


1990 ly By the 42nd World Medical Assembly Rancho Mirage, California, USA, October 
and amended by the 45th World Medical Assembly Budapest, Hungary, October 1993and by 


the 46th General Assembly Stockholm, Sweden, September 1994 and by the 47th General 
Assembly Bali, Indonesia, September 1995) 
Having regard to the fact that: 


1. The World Medical Association and its 
the cause of human rights for all peop 
alleviate violations of human rights. 


member associations have always sought to advance 
le, and have frequently taken actions endeavoring to 


2. Members of the medical profession are often amongst the first to become aware of violations of 
human rights. 


3. Medical Associations have an essential role to play in calling attention to such violations in their 
countries. 


The World Medical Association again calls upon its member associations 


1 . To review the situation in their own countries so as to ensure that violations are not concealed 
as a result to fear of reprisals form the responsible authorities and to request strict observance 
of civil and human rights when violations are discovered. 

2. To provide clear ethical advice to doctors working in the prison system. 


3. To provide effective machinery for investigating unethical Practices by physicians in the field of 
human rights. : 


4. To use their best endeavours to ensure that adequate health care is available to all human 
beings without distinction. 

5. To protest alleged human rights violations through communications that urge the humane 

' treatment of prisoners, and that seek the immediate release of those who are imprisoned 
without just cause. 


6. To support individual physicians who call attention to human rights violations in their own 


countries. 


13. World Medical Association Resolution on the Inclusion of Medical 
Ethics and Human Rights in the Curriculum of Medical Schools 


World-Wide 
(Adopted by the 51st World Medical Assembly Tel Aviv, Israel, October 1999) 


1. Whereas Medical Ethics and Human Rights form an integral part of the work and culture of the 
medical profession, and 

2. Whereas Medical Ethics and Human Rights form an integral part of the history, structure and 
objectives of the World Medical Association 
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3. It is hereby resolved that the WMA strongly recommends to Medical Schools sighed — 
the teaching of Medical Ethics and Human Rights be included as an obligatory course in their 


curricula. 


14. Resolution on Physician Participation in Capital Punishment 
(World Medical Association, September 11, 1981) 


Following concern about the introduction of an execution method (lethal injection) which 
threatened to involve doctors directly in the process of execution, the WMA Secretary-General 
issued a press statement opposing any involvement of doctors in capital punishment. The 34th 
Assembly of the WMA, meeting in Lisbon some weeks after the issuing of the press statement, 
endorsed the Secretary-General’s statement in the following terms: 


Resolution on physician participation in capital punishment 


Resolved, that the Assembly of the World Medical Association endorses the action of the 
Secretary General in issuing the attached press release on behalf of the World Medical 
Association condemning physician participation in capital punishment. 


Further resolved, that it is unethical for physicians to participate in capital punishment, 
although this does not preclude physicians certifying death. 


Further resolved, that the Medical Ethics Committee keep this matter under active 
consideration. 


Secretary General’s press release 


The first capital punishment by intravenous injection of lethal dose of drugs was decided to 
be carried out next week by the court of the State of Oklahoma, USA. 


Regardless of the method of capital punishment a State imposes, no physician should be 
required to be an active participant. Physicians are dedicated to preserving life. 


Acting as an executioner is not the practice of medicine and physician services are not 
required to carry out capital punishment even if the methodology utilizes pharmacological agents 
or equipment that might otherwise be used in the practice of medicine. 


A physician's only role would be to certify death once the State had carried out the capital 
punishment. 


15. The World Medical Association Statement on Forensic 
Investigations of the Missing 
(Adopted by the WMA General Assembly, Helsinki 2003) 
A. Preamble 


1. Over the last two decades forensic investigations into the aftermath of wars, civil 


Sgagaemtee and oppressive political regimes have developed as a major contributor to 
international justice and to an understanding of the truth of what happened. These 
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investigations are often Sponsored b 
enormous goodwill, 


sometimes a lack of 


y NGOs or by |GOs. Although established with 
vale Calling upon the expertise of committed individuals, there is 
Clarity about their role, remit and ethical basis. 

2. The International Committee of the Red Cross ( 


experts from around the world has set out the Scientific, ethical and legal principles that 
should Spry to such forensic investigations. National Medical Associations have a role in 
encouraging compliance with the highest possible ethical and scientific standards. 


ICRC) "The Missing" initiative involving 


3. In many countries NMAs will have no role in certifying the qualifications and experience of 
Forensic Medical Practitioners. However, they can draw the attention of such practitioners 
to the advice being produced by the ICRC, Amnesty International, Interpol and the United 
Nations and recommend or require compliance with those standards." 


B. Recommendations 


4. The WMA calls upon all NMAs to try to ensure that when its members take part in any 
forensic investigation, especially outside their own country, the investigation is established 


with a clear mandate according to the highest possible ethical, scientific and iegal 
Standards. 


S. The WMA calls upon NMAs to develop expertise in the principles collated by the different 
authorities on forensic investigations including those outlined in the recommendations from 
the ICRC "The Missing" project, and to help their members ensure that these principles are 
applied to International Forensic Investigations. 


6. The WMA calls upon NMAs to work to ensure that physicians are aware of the standards 
that should apply to such investigations and to refuse to take part in those that are ethically 
or otherwise unacceptable. 


7. The WMA calls upon NMAs to ensure that their members only participate in investigations 
that are properly recorded and documented and for which they are afforded legal and other 
appropriate safeguards by the investigating authority. | 

8. The WMA calls upon NMAs to work to ensure that information gained from the 
investigation should be shared with the families of the missing as well as the relevant 
tribunals in the pursuit of truth and justice. 


16. WHO Guidelines To Forensic Medicine Experts 


While there are important health benefits flowing from the practice of forensic medicine, its 
primary purpose is to serve the needs of the justice system. The intention a ne part ° vo oCue on 
ethical principles, which, if observed, will promote and lead to good practice in weit gis ai " 
forensic pathology and clinical forensic medicine. In the absence of good practice, injustice will 


flourish. 
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1. General Application of Ethical Principles to Forensic Medicine 


1.1 Independence of the forensic service 


in many countries, forensic practitioners are involved in the investigation of deaths sl 
injuries that are either actually, or perceived to be, related to the security of the maa ges 
conflicts of interest can arise where the state is involved in both perpetrating and investigating 
them. Imperatives associated with these investigations may easily overwhelm the ability or the 
desire of the practitioners to think and act may easily overwhelm the ability or the desire of the 
practitioners to think and act independently and to discharge their medically derived obligations. It 
is in these circumstances, however, that an understanding of, and adherence to, fundamental 
principles of medical ethics helps to ensure the proper administration of justice. 


The International Code of Medical Ethics of the World Medical Association states that: 


A physician shall, in all types of medical practice, be dedicated to providing 
competent medical service in full technical and moral independence, with 
compassion and respect for human dignity. 


It is self-evident that the forensic practitioner should be able to come to conclusions without 
intimidation and in the absence of threat. In practice, unless forensic practitioners enjoy some 
form of special protection, it will be relatively easy for authorities to promote a particular desire 
outcome. Investigators, consciously or unconsciously, may coerce or bring considerable pressure 
to bear on practitioners to provide an interpretation that would wrongly resolve an issue in favour 
of the state, police or investigators. This is particularly so in cases where national security is 
threatened (for example, terrorist activities), serious serial offences (for example, multiple 
murders), or when public interest or anxiety is at a high level. These coercive forces may be 
particularly strong when the practitioner has a formal relationship with, or accountability to, the 
investigating authority, or when a close personal relationship has developed between investigator 
and forensic practitioner. The situation is further complicated because the practitioner has the 
dual, and often conflicting roles of investigator and doctor. 


While organizational structure is no safeguard against the potential abuse of power, there 
is a strong case for forensic pathologists and clinical forensic physicians to be employed in a 
structure that provides whatever protection can be afforded against such potential abuse. Such a 
_ Structure, if effective, will promote confidence in the findings of the practitioner in courts of law and 
the coOmmunity, and in turn promote confidence in the justice system. Examples of structure 
arrangements that have the potential to provide an appropriate level of independence for a 
forensic medical service include establishment of an independent statutory agency, or inclusion of 


the service as part of a university medical faculty. In the case of a Statutory agency, innovative 
structures could some form of administrative accountability to the judiciary. 


In the administration of the forensic service, account should be taken of the following 
issues: 
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tances where a patient claims to have been 


* ability to provide independent advice in ins 
other servants of the government; 


njured by Police action, or by the action of 


availability of an &ppropriate structure 
or Complaints and for those comments 


and mechanism for all users to make comments 
and complaints to be dealt with; and 


accountability for the quality, quantity, timeliness and costs of tits services. 


1.2 Forensic practitioners as expert witnesses 


General requirements for forensic practitioners in meeting the needs of the justice system are to: 


* be readily available: 


* be familiar with the basic Principles and practice of the legal system and with the 
obligations of those within the system especially the police. 


reliably collect appropriate samples from victims of crime, scenes of crime and 
suspects, the proper analysis of which can provide results which can be used as 
evidence in an investigation and Prosecution; and 


* make reliable clinical and/or post-mortem observations, which form the basis of 
reasonable assessments and measured expert opinion. 


In terms of attendance in court, there are many pitfalls awaiting practitioners as the yive evidence 
of the observations and conclusions. The pitfalls, or the mistakes that can be made, occur in the 
following areas: 


* providing opinions which are at the edge of, or beyond, the expertise of the witness; 
* providing opinions that are based on false assumptions or incomplete facts; 


* providing opinions based on incomplete or inadequate scientific or medical analysis; 
and 


* providing opinions which are biased, consciously or unconsciously, in favour of one 
Side or the other in the proceedings. | 


In addition, failures of communication occur between expert witnesses, police and lawyers. 


The giving of evidence is the culmination of the forensic practitioner’s work in a particular case and 
there is an obligation to bring to this task the same reasonable care and skill as to other aspects of 
the practitioner's craft. After all, it is on the basis of the evidence that important decisions will be 
made affecting the life and liberty of accused persons (in criminal matters) or affection liability and 
compensation (in civil matters). The words of the eminent forensic pathologist Keith Simpson are 


apposite’: 
Every time a doctor steps into the witness box to give evidence, whether as a young casualty 
officer or an experienced specialist, s/he needs to make a conscious effort to perform will. The 


four absolute essentials of success are: 


| EMIX doctor's iiide to court a handbook on medical evidence, 2"’ Edition. London, Butterworths. pe 
simpson K, 
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> preparation—familiarity with the facts of the case and possession of the relevant 


documents before stepping into the box; 


> clear exposition—the ability to express things lucidly and briefly in simple words; 
> confining oneself to one’s field of competence; and 


> tolerance and courtesy. 

While the above may appear to be the beginnings of a quality manual on the giving of 
evidence, it is also apparent that an important value is at stake; the truth of what the forensic 
practitioner saw and concluded must be conveyed to the court impartially, ensuring that a 
balanced interpretation of the findings is given. Simpson’s criteria still apply, but the increasing 
complexity of medicine and science and the more rigorous challenging of expert evidence by 
lawyers means they no longer cover the field. Furthermore, legal procedures may not be 
adequate in themselves to safeguard a citizen against an unsatisfactory verdict that is based on 
unsound.expert evidence. These factors place on onus on export witnesses to be more active on 
behalf of their professions or field of expertise to ensure that the best assistance is given to the 
courts. Experts witnesses, rather than being a passive agent of the party who is instructing them, 
are required to become more active so that the court can be the beneficiary of the best possible 


answers to the medical and scientific issues in front of it. 


As there is considerable variation between jurisdictions in the laws of evidence, it is difficult 
to generalize. However, a particular practical application of the obligation to be more actively 
involved as a witness, is not to accept a direction from a lawyer to simply answer “yes” to “no” to a 
question if such an answer is misleading. In most jurisdictions, it is possible to bring a judge's 
attention to such misleading consequences and a to seek his or her guidance on the matter. In 
bringing the matter to the judge’s attention, reference can be made to the usual undertaking given 
to the court by the witness to tell the truth. In the unlikely event that the judge nevertheless directs 


the witness to answer “yes” or “no”, then the responsibility for the misleading answer passes to the 
judge. 


Apart from the content of the witness’s evidence, generally speaking, the value of the 
export witness's contribution is proportional to the understanding the lawyer has of the subject 
matter. Insufficient understanding often leads to confusion and wasted time. A pre-trial 
conference with the instructing advocate or lawyer may be important. A pre-trial conference 
provides the witness with an opportunity to educate the advocate or lawyer, to interpret medical 


and scientific terminology and to apprise him or her more carefully of exactly what it is the witness 
will say. 
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17. 


The World Medical Association Resolution On The Responsibility 


Of Physicians In The Denunciation Of Acts Of Torture Or Cruel Or 


Inhuman Or Degrading Treatment of Which They Are Aware 
Initiated: September 2002 
Adopted by the WMA General Assembly, Helsinki 2003 


Ttie World Medical Association, 


4. 


Considering the Preamble to the United Nations Charter of 26 June 1945 solemnly 


prociaiming the faith of the people of the United Nations in the fundamental human rights, 
in the dignity and value of the human person, 


Considering the Preamble to the Universal Declaration of Human Rights of 10 December 
1948 which states that disregard and contempt for human rights have resulted in barbarous 
acts which have outraged the conscience of mankind, 


. Considering Article 5 of that Declaration which proclaims that no one shall be subjected to 


torture or cruel, inhuman or degrading treatment, 


Considering the American Convention on Human Rights adopted by the Organization of 
American States on 22 November 1969 and which entered into force on 18 July 1978 and 
the Inter-American Convention to Prevent and Punish Torture, which entered into force on 
28 February 1987, 


Considering the Declaration of Tokyo, adopted by the WMA in 1975, which reaffirms the 
prohibition of any form of medical involvement or presence of a physician during torture or 
inhuman or degrading treatment, 


Considering the Declaration of Hawaii (World Psychiatric Association), adopted in 1977, 


Considering the Declaration of Kuwait (International Conference of Islamic Medical 
Associations), adopted in 1981, 


Considering the Principles of Medical Ethics Relevant to the Role of Health Personnel, 
Particularly Physicians, in the Protection of Prisoners and Detainees Against Torture and 
Other Cruel, Inhuman or Degrading Treatment or Punishment, adopted by the United 
Nations General Assembly on 18 December 1982, and particularly Principle 2, which 
states: "/t is a gross contravention of medical ethics... for health personnel, particularly 
physicians, to engage, actively or passively, in acts which constitute participation in, 
complicity in, incitement to or attempts to commit torture or other cruel, inhuman or 
degrading treatment...", 


Considering the Convention Against Torture and Other Cruel, Inhuman or Degrading 
Treatment or Punishment, adopted by the United Nations General Assembly on December 


1984, 
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10. Considering the European Convention for the Prevention of Torture and Inhuman o 
Degrading Treatment or Punishment, which was adopted by the Council of Europe on 2 


June 1987 and entered into force on 1 February 1989, 


11. Considering the Resolution on Human Rights adopted by the WMA in Rancho Mirage, i 
October 1990 during the 42nd General Assembly and amended by the 45th, 46th and 47 


General Assemblies, 


12. Considering the Declaration of Hamburg, adopted by the WMA in November 1997 during 
the 49th General Assembly and calling on physicians to protest individually against ill- 
treatment and on national and international medical organizations to support physicians in 


such actions, 


13. Considering the Istanbul Protocol (Manual on the Effective Investigation and 
Documentation of Torture and Other Cruel, Inhuman or Degrading Treatment or 
Punishment), adopted by the United Nations General Assembly on 4 December 2000, 


Recognizing 
14. That careful and consistent denunciation by physicians of cases of torture and of those 


responsible contributes to the protection of the physical and mental integrity of victims and 
in a general way to the struggle against a major affront to human dignity, 


15. That physicians, by ascertaining the sequelae and treating the victims of torture, either 
early or late after the event, are privileged witnesses of this violation of human rights, 


16. That the victims, because of the psychological sequelae from which they suffer or the 
pressures brought on them, are often unable to formulate by themselves complaints 
against those responsible for the ill-treatment they have undergone, 


17. That the non-denunciation of acts of torture may be considered as a form of tolerance 
thereof and of non-assistance to the victims, 


18. That nevertheless there is no consistent and explicit reference in the professional codes of 
medical ethics and legislative texts of the obligation upon physicians to report or denounce 
acts of torture or inhuman or degrading treatment of which they are aware, 


Recommends that National Medical Associations 
19. Support the adoption in their country of ethical rules and legislative provisions: 


19.1 aimed at affirming the ethical obligation on physicians to report or denounce acts of 
torture or cruel, inhuman or degrading treatment of which they are aware; depending on 
the circumstances, the report or denunciation would be addressed to medical, legal, 
national or international authorities, to non-governmental organizations or to the 


seasiinagien Criminal Court. Doctors should use their discretion in this matter, bearing in 
mind paragraph 68 of the Istanbul Protocol. 


7 ~crmaadgtis to that effect, an ethical and legislative exception to professiona 
confidentiality that allows the physician to report abuses, where possible with the subject's 
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consent, but in certain circumstances w 


. here the victim is unable to express him/herself 
freely, without explicit consent. 


sao cautioning physicians to avoid putting individuals in danger by reporting on a named 
basis a victim who is deprived of freedom, subjected to constraint or threat or in a 
compromised Psychological situation. 


20. Disseminate to physicians the Istanbul Protocol. 


21. Promote their training on the identification of different modes of torture and their sequelae. 


22. Place at their disposal all useful information on reporting procedures, particularly to the 
national authorities, nongovernmental organisations and the International Criminal Court. 


Istanbul Protocol, Paragraph 68: "In some cases, two ethical obligations are in conflict. 
International codes and ethical principles require the reporting of information concerning torture or 
maltreatment to a responsible body. In some jurisdictions, this is also a legal requirement. In some 
cases, however, patients may refuse to give consent to being examined for such purposes or to 
having the information gained from examination disclosed to others. They may be fearful of the 
risks of reprisals for themselves or their families. In such Situations, health professionals have dual 
responsibilities: to the patient and to society at large, which has an interest in ensuring that justice 
is done and perpetrators of abuse are brought to justice. The fundamental principle of avoiding 
harm must feature prominently in consideration of such dilemmas. Health professionals should 
seek solutions that promote justice without breaking the individual's right to confidentiality. Advice 
should be sought from reliable agencies; in some cases this may be the national medical 
association or non-governmental agencies. Alternatively, with Supportive encouragement, some 
reluctant patients may agree to disclosure within agreed parameters. 


17.9.2003 


18. Nurses’ Role in the Care of Detainees and Prisoners 


ICN Position: 


The International Council of Nurses endorses the United Nations Universal Declaration of Human 
Rights, 1948 and the Geneva Convention of 1949' and the additional protocols and therefore 


asserts that: 


= . Prisoners and detainees have the right to health care and humane treatment. 


= We condemn interrogation procedures and any act or behaviour harmful to mental and 
physical health. 

Prisoners and detainees have a right to clear and sufficient information; to refuse treatment 
or diagnostic procedures; and to die with dignity and in a peaceful manner. 
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Nurses’ primary responsibility is to those people who require nursing care. In salen for 
detainees and prisoners nurses are expected to adhere to ethical principles and the following: 


» Nurses who have knowledge of abuse and maltreatment of detainees and prisoners take 


appropriate action to safeguard their rights. 


» Nurses employed in prison health services do not assume functions of prison security 
personnel, such as body searches for the purpose of prison security. 


= Nurses participate in clinical research on prisoners and detainees only with the prisoner or 
detainee’s informed consent. 


= Nurses collaborate with other health professionals and prison authorities to reduce the 
impact of crowded and unhealthy prison environments on transmission of infectious 
diseases such HIV/AIDS and tuberculosis. 


= Nurses abstain from using their nursing knowledge and skills in any manner, which violates 
the rights of detainees and prisoners. 


= Nurses advocate for safe humane treatment of detainees and prisoners including clean 
water, adequate food and other basic necessities of life. 


\i believes National Nurses Associations (NNAs) and individual nurses should be protected from 
- 9psais related to advocacy for or providing care to detainees and prisoners. Furthermore, NNAs 
suld ensure prison nurses have access to confidential advice, counsel and support. 


i3ackground: 


The United Nations Universal Declaration of Human Rights, 1948, states that everyone is entitled 
to all the rights and freedoms without distinction of race, colour, sex, language, religion, political or 
other opinion, national or social origin, property, birth or other status, and no one shall be 
subjected to cruel, inhumane or degrading treatment. 


The ethical obligations of health professionals are addressed in the Principles of Medical Ethics 
Relevant to the Role of Health Personnel, in the Protection of Prisoners and Detainees Against 
Torture and Other Cruel, Inhuman, or Degrading Treatment or Punishmen’. These and other 
instruments such as the Istanbul Protocol’ make clear that health professionals have a moral duty 
‘o protect the physical and mental health of prisoners and detainees. 


The ICN Code of Ethics for Nurses affirms that nurses have a fundamental responsibility to 
lip health, to prevent illness, to restore health and to alleviate suffering to all people, 
sluding detainees and prisoners. Nurses working in prison systems must observe the Standard 


l « - 
International Council of Nurses, ICN Code of Ethics for Nurses, Geneva, ICN, 2005. 
Principles of Medical Ethics relevant to the Role of Health Personnel, particularly Physicians, in the Protection of 


I | e and O ; i 
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Minimum Rules for the Treatment of Prisoners‘ 
available to prisoners without discrimination. 


Adopted in 1998, Revised in 2006 


which require that health services must be 


(Replaces previous ICN Position: “The Nurse’s Role in the Care of Detainees and Prisoners”. 
adopted 1975) 


19. Torture, Death Penalty and Participation by Nurses in Executions 


ICN Position: 


The International Council of Nurses strongly affirms that nurses should play no voluntary role in 
any deliberate infliction of physical or mental suffering and should not participate, either directly or 
indirectly, in the preparation for and the implementation of executions. To do otherwise is a clear 
violation of nursing’s ethical code of practice. The nurse’s primary responsibility is to those people 
who require nursing care. ; 


Nurses have a duty to provide the highest possible level of care to victims of crel, degrading and 
inhumane treatment, and should speak up against and oppose any deliberate infliction of pain and 
suffering. While ICN considers the death penalty to be unacceptable, clearly the nurse’. 
responsibility to a prisoner sentenced to death continues until execution. 


ICN urges its member national nurses’ associations (NNAs) to lobby for abolition of the deatt 
penalty; to actively oppose torture and participation by nurses in executions; and to develop 
mechanisms to provide nurses with confidential advice and support in caring for prisoners 
sentenced to death or subjected to torture. ICN pledges to take appropriate action and urges 
NNAs and individual nurses to do the same in support of nurses who become victims of torture, 
cruel treatment or even death for upholding the professional ethical conduct and for their work in 


defending human rights. 


ICN believes that all levels of nursing education curricula should include: recognition of human 
rights issues and violations, such as torture and death penalty; awareness of the use of mecical 
technology including lethal injections for executions; and recognition of the nurse's right to r-‘use 


to participate in executions. 


Background: 

Violations of human rights are pervasive and scientific advances have brought about sophisticated 
forms of torture. ICN supports the United Nations Universal Declaration of Human Rights' and 
advocates upholding the Convention Against Torture and Other Cruel, Inhuman or Degrading 


a . . . 
4 United Nations (1955), Standard Minimum Rules for the Treatment of Prisoners and Procedures for the Effective 


Implementation of the Standard Minimum Rules, adopted by the UN 1955. 
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Treatment or Punishment, the Istanbul Protocol on Investigation and Documentation of Torture 


and Other Cruel, Inhuman or Degrading Treatment or Punishment. 


The ICN Code of Ethics for Nurses states that ... the fundamental responsibility of the nurse is to 
promote health, prevent iliness, to restore health and to alleviate suffering. However we ae 
that nurses are sometimes called upon to perform physical examinations before prisoners 
interrogation and torture, to attend torture sessions in order to provide care, and/or to treat the 
effects of torture. Efforts to regulate and ‘humanise’ the death penalty or even to ‘medicalise’ it 
have led to contradictory legal and ethical problems. 


Adopted in 1998 
Revised in 2003 and 2006 


(Replaces previous ICN Positions “Nurses and Torture”, adopted 1989 and “Death penalty and 
participation by nurses in execution” adopted 1989). 


20. Madrid Declaration on Ethical Standards for Psychiatric Practice 
Approved by the General Assembly on August 25, 1996 and amended by the General Assembly in 
Yokohama, Japan, in August 2002 


DECLARATION OF MADRID 


In 1977, the World Psychiatric Association approved the Declaration of Hawaii, setting out 
ethical guidelines for the practice of psychiatry. The Declaration was subsequently updated in 
Vienna in 1983. To reflect the impact of changing social attitudes and new medical developments 
on the psychiatric profession, the World Psychiatric Association has once again examined and 
revised some of these ethical standards. | 


Medicine is both a healing art and a science. The dynamics of this combination are best 
reflected in psychiatry, the branch of medicine that specializes in the care and protection of those 
who are ill and infirm, because of a mental disorder or impairment. Although there may be cultural, 


social and national differences, the need for ethical conduct and continual review of ethical 
standards is universal. 


As practitioners of medicine, psychiatrists must be aware of the ethical implications of 
being a physician, and of the specific ethical demands of the specialty of psychiatry. As members 


of society, psychiatrists must advocate for fair and equal treatment of the mentally ill, for social 
justice and equity for all. | 


Ethical behavior is based on the psychiatrist's individual sense of responsibility towards the 
patient and their judgment in determining what is correct and appropriate conduct. External 
standards and influences such as professional codes of conduct, the Study of ethics, or the rule of 
law by themselves will not guarantee the ethical practice of medicine. 


5 . : , 
Manual on the Effective Investigation and Documentation of Torture and 
Treatment or Punishment (The 


Rights 9 September 1999 
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Other Cruel, Inhuman or Degrading | 
Istanbul Protocol) Submitted to the: United Nations High Commissioner for Human 
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| Psychiatrists should at all times kee 
lationship, 


tegrity. 


pe , , p in mind the boundaries of the psychiatrist-patient 
nd be guided primarily by the respect for patients and concern for their welfare and 


It is in this spirit that the World Psychiatric Association approved at the General Assembly on 
a... 1996, the following ethical standards that should govern the conduct of psychiatrists 
orldwide. 


1. Psychiatry is a medical discipline concerned with the provision of the best treatment for 


mental disorders, with the rehabilitation of individuals suffering from mental illness and with 
the promotion of mental health. Psychiatrists serve patients by providing the best therapy 
available consistent with accepted scientific knowledge and ethical principles. Psychiatrists 
should devise therapeutic interventions that are least restrictive to the freedom of the 
patient and seek advice in areas of their work about which they do not have primary 
expertise. While doing so, psychiatrists should be aware of and concerned with the 
equitable allocation of health resources. 


2. It is the duty of psychiatrists to keep abreast scientific developments of the specialty and to 
convey updated knowledge to others. Psychiatrists trained in research should seek to 
advance the scientific frontiers of psychiatry. 


3. The patient should be accepted as a partner by right in the therapeutic process. The 
psychiatrist-patient relationship must be based on mutual trust and respect to allow the 
patient to make free and informed decisions. It is the duty of psychiatrists to provide the 
patient with relevant information so as to empower the patient to come to a rational 
decision according to personal values and preferences. 


4. When the patient is incapacitated and/or unable to exercise proper judgment because of a 
mental disorder, or gravely disabled or incompetent, the psychiatrists should consult with 
the family and, if appropriate, seek legal counsel, to safeguard the human dignity and the 
legal rights of the patient. No treatment should be provided against the patient's will, unless 
withholding treatment would endanger the life of the patient and/or those who surround him 
or her. Treatment must always be in the best interest of the patient. 


5. When psychiatrists are requested to assess a person, it is their duty first to inform and 
advise the person being assessed about the purpose of the intervention, the use of the 
findings, and the possible repercussions of the assessment. This is particularly important 


when the psychiatrists are involved in third party situations. 


6. Information obtained in the therapeutic relationship should be kept in confidence and used, 
only and exclusively, for the purpose of improving the mental health of the patient. 
Psychiatrists are prohibited from making use of such information for personal reasons, or 
financial or academic benefits. Breach of confidentiality may only be appropriate when 
serious physical or mental harm to the patient or to a third person would ensue if 
confidentiality were maintained; as in case of child abuse in these circumstances, 
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psychiatrists, should whenever possible, first advise the patient about the action to be 


taken. 


7. Research that is not conducted in accordance with the canons of science is unethical. 


Research activities should be approved by an appropriately constituted ethical CORNED 
Psychiatrists should follow national and international rules for the conduct of research. Ome 
individuals properly trained for research should undertake or direct it. Because psychiatric 
patients are particularly vulnerable research subjects, extra caution should be taken to 
safeguard their autonomy as well as their mental and physical integrity. Ethical standards 
should also be applied in the selection of population groups, in all types of research 
including epidemiological and sociological studies and in collaborative research involving 
other disciplines or several investigating centers. 


Guidelines concerning specific situations 


The World Psychiatric Association Ethics Committee's recognizes the need to develop a 
number of specific guidelines on a number of specific situations. The first five were approved by 
the General Assembly in Madrid, Spain, on August 25, 1996 and the last by the General Assembly 
in Hamburg, Germany, on August 8, 1999. 


¢ Euthanasia: A physician’s duty, first and foremost, is the promotion of health, the reduction 
of suffering, and the protection of life. The nsychiatrist, among whose patients are some 
who are severely incapacitated and incompetent to reach an informal decision, should be 
particularly careful of actions that could lead to the death of those who cannot protect 
themselves because of their disability. The psychiatrist should be aware that the views of a 
patient may be disto:ted by mental illness such as depression. In such situations, the 
psychiatrist’s role is to treat the illness. 


* Torture: Psychiatrists shall not take part in any process of mental or physical torture, even 
when authorities attempt to force their involvement in such acts. 


* Death Penalty: Under no circumstances should psychiatrists participate in legally 
authorized executions nor participate in assessments of competency to be executed. 


Selection of Sex: Under no circumstances should a psychiatrist participate in decisions to 
terminate pregnancy for the purpose of sex selection. 


Organ Transplantation: The role of the psychiatrist is to clarify the issues surrounding 
organ donations and to advise on religious, Cultural, social and family factors to ensure that 
informed and proper decisions be made by all concerned. The psychiatrists should not act 
as a proxy decision maker for patients nor use psychotherapeutic skills to influence the 
decision of a patient in these matters. Psychiatrists should seek to protect their patients 


and help them exercise self-determination to the fullest extent possible in situations of 
organ transplantation. 


Psychiatrists addressing the media. The media has a key role in shaping the attitudes ot 


the community. In all contacts with the media psychiatrists shall ensure that people with 


mental iliness are presented in a mann | — 
er which preserv 
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which reduces stigma and discrimination a 
to advocate for those People who suffer fr 
Psychiatrists and Psychiatry reflects on 


gainst them. An important role of psychiatrists is 
om mental disorders. As the public perception of 
Swi tiesmetiie. sno Patients, psychiatrists shall ensure that in their 

ail y represent the profession of psychiatry with dignity. 
Psychiatrists shall not make announcements to the media about presumed 
psychopathology on any Individuals. In presenting research findings to the media, 
Psychiatrists shall ensure the scientific integrity of the information given and be mindful of 


the potential impact of their statements on the public perception of mental illness and on 
the welfare of people with mental disorders. 


Weyetetriats and discrimination on ethnic or cultural grounds. Discrimination by 
psychiatrists on the basis of ethnicity or culture, whether directly or by aiding others is 


unethical. Psychiatrists shall never be involved or endorse, directly or indirectly, any activity 
related to ethnic cleansing. 


* Psychiatrists and genetic research and counseling. Research on the genetic bases of 
mental disorders is rapidly increasing and more people suffering from mental illness are 
participating in such research. Psychiatrists involved in genetic research or counseling 
shall be mindful of the fact that the implication of genetic information are not limited to the 
individual from whom it was obtained and that its disclosure can have negative and 
disruptive effects on the families and communities of the individuals concerned. 
Psychiatrist shall therefore ensure that: 


o People and families who participate in genetic research do so with a fully informed 
consent; 


o Any genetic information in their possession is adequately protected against 
unauthorized access, misinterpretation or misuse; 


o Care is taken in communication with patients and families to make clear that current 
genetic knowledge is incomplete and may be altered by future findings. 


Psychiatrists shall only refer people to facilities for diagnostic genetic testing if that facility has: 
o Demonstrated satisfactory quality assurance, procedures for such testing; 


o Adequate and easily accessible resources for genetic counseling. Genetic 
counseling with regard to family planning or abortion shall be respectful of the 
patients’ value system, while providing sufficient medical and psychiatric 
information to aid patients make decisions they consider best for them. 


Four Additional Specific Ethical Guidelines 


a) Ethics of Psychotherapy in Medicine 

ents of any nature should be administered under the provisions of good 
practice guidelines regarding their indications, effectiveness, safety, Ai ss ig control. 
Psychotherapy, in its broadest sense, is an accepted component of many medical interactions . In 


Medical treatm 
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verbal communication and interaction to achieve specified treatment goals in the care of specific 
disorders. Psychiatrists providing specific forms of psychotherapy must have appropriate training 
in such techniques. The general guidelines that apply to any medical treatment also apply to 
specific forms of psychotherapy in regard to its indications and outcomes, positive or negative. The 
effectiveness of psychotherapy and its place in a treatment plan are important subjects for both 
researchers and clinicians. Psychotherapy by psychiatrists is a form of treatment for mental and 
other illnesses and emotional problems. The treatment approach utilized is determined in concert 
by the doctor and patient and/or the patient's family and/or guardians following a careful history 
and examination employing all relevant clinical and laboratory studies. The approach employed 
should be specific to the disease and patient's needs and sensitive to personal, familial, religious 
and cultural factors. It should be based on sound research and clinical wisdom and have the 
purpose of removing, modifying or retarding symptoms or disturbed patterns of behavior. It should 
promote positive adaptations including personal growth and development. 


Psychiatrists and other clinicians responsible for a patient have to ensure that these guidelines 
are fully applied. Therefore, the psychiatrist or other delegated qualified clinician, should determine 
the indications for psychotherapy and follow its development . In this context the essential notion is 
that the treatment is the consequence of a diagnosis and both are medical acts performed to take 
care of an ill person. These two levels of decisions, interventions and responsibilities are similar to 
other situations in clinical medicine, however this does not exclude other interventions such as 
rehabilitation which can be administered by non-medical personnel. | 


6. Like any other treatment in medicine, the prescription of psychotherapy should follow 
accepted guidelines for obtaining informed consent prior to the initiation of treatment as well as 
updating it in the course of treatment if goals and objectives of treatment are modified in a 
significant way. 


7. If clinical wisdom, long standing and well-established practice patterns (this takes into 
consideration cultural and religious issues) and scientific evidence suggest potential clinical 


benefits to combining medication treatment with psychotherapy this should be brought to the 
patient's attention and fully discussed. 


8. Psychotherapy explores intimate thoughts, emotions and fantasies, and as such may 
engender intense transference and counter-transference. In a psychotherapy relationship the 
power is unequally shared between the therapist and patient, and under no circumstances shall 


the psychotherapist use this relationship to personal advantage or transgress the boundaries 
established by the professional relationship. | 


9. At the initiation of psychotherapy, the patient shall be advised that information shared and 
health records ag be kept in confidence except where the patient gives specific informed consent 
for release of information to third parties, or where a court order may require the production of 


desc The other exception is where there is a legal requirement to report certain information as 
in the case of child abuse. 
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b) Conflict of Interest in Relationship with Industry 


abe most organizations and institutions, including the WPA, have rules and regulations 
balan their relationship with industry and donors, individual physicians are often involved in 
interactions with the pharmaceutical industry, or other granting agencies that could lead to ethical 
conflict In these situations psychiatrists should be mindful of and apply the following guidelines. 


| 10. The practitioner must diligently guard against accepting gifts that could have an undue 
influence on professional work. | 


ot Psychiatrists conducting clinical trials are under an obligation to disclose to the Ethics 
Review Board and their research subjects their financial and contractual obligations and benefits 
related to the sponsor of the Study. Every effort should be made to set up review boards 


composed of researchers, ethicists and community representatives to assure the rights of 
research subjects are protected. 


12. Psychiatrists conducting clinical trials have to ensure that their patients have understood all 
aspects of the informed consent. The level of education or sophistication of the patient is no 
excuse for bypassing this commitment. If the patient is deemed incompetent the same rules would 
apply in obtaining informed consent from the substitute decision maker. Psychiatrists must be 
cognizant that covert commercial influence on the trial design, promotion of drugs trials without 
scientific value, breach of confidentiality, and restrictive contractual clauses regarding publication 
of results may each in different ways encroach upon the freedom of science and scientific 
information. 


c) Conflicts arising with Third Party Payers 


The obligations of organizations toward shareholders or the administrator regarding 
maximization of profits and minimization of costs can be in conflict with the principles of good 
practice Psychiatrists working in such potentially conflicting environments, should uphold the rights 
of the patients to receive the best treatment possible. 


13. In agreement with the UN Resolution 46/119 of the “Principles for the Protection of Persons 
with Mental Illness, psychiatrists should oppose discriminatory practices which limit their benefits 
and entitlements, deny parity curb the scope of treatment, or limit their access to proper 
medications for patients with a mental disorder. 


14. Professional independence to apply best practice guidelines and clinical wisdom in 
upholding the welfare of the patient should be the primary considerations for the psychiatrist. It is 
also the duty of the psychiatrist to protect the patient privacy and confidentiality as part of 
. preserving the sanctity and healing potential of the doctor-patient relationship. 


d) Violating the Clinical Boundaries and Trust between Psychiatrists and Patients 


The psychiatrist-patient relationship may be the only relationship that permits an 
exploration of the deeply personal and emotional space, as granted by the patient. Within this 
relationship, the psvchiatrist's respect for the humanity and dignity of the patient builds a 
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foundation of trust that is essential for a comprehensive treatment plan. The relationship 
encourages the patient to explore deeply held strengths, weaknesses, fears, and desires, and 
many of these might be related to sexuality. Knowledge of these characteristics of the patient 
places the psychiatrist in a position of advantage that the patient allows on the expectation of trust 
and respect. Taking advantage of that knowledge by manipulating the patient's sexual fears and 
desires in order to obtain sexual access is a breach of the trust, regardless of consent. In the 
therapeutic relationship, consent on the part of the patient is considered vitiated by the knowledge 
the psychiatrists possesses about the patient and by the power differential that vests the 
psychiatrist with special authority over the patient. Consent under these circumstances will be 


tantamount to exploitation of the patient. 


The latent sexual dynamics inherent in all relationships can become manifest in the course 
of the therapeutic relationship and if they are not properly handled by the therapist can produce 
anguish to the patient. This anguish is likely to become more pronounced if seductive statements 
and inappropriate non-verbal behavior are used by the therapist. Under no circumstances, 
therefore, should a psychiatrist get involved with a patient in any form of sexual behavior, 
irrespective of whether this behavior is initiated by the patient or the therapist. 
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21. Universal Declaration of Human Rights, 1948 
Preamble 


Whereas recognition of the inherent dj 


gnity and of the equal and inalienable rights of all 
members of the human family is the foundation 


of freedom, justice and peace in the world, 


Whereas disregard and contempt for human rights have resulted in barbarous acts which 
have outraged the conscience of mankind, and the advent of a world in which human beings shall 


enjoy freedom of speech and belief and freedom from fear and want has been proclaimed as the 
highest aspiration of the common people, 


Whereas it is essential, if man is not to be compelled to have recourse, as a last resort, to 
rebellion against tyranny and oppression, that human rights should be protected by the rule of law, 


Whereas it is essential to promote the development of friendly relations between nations, 


Whereas the peoples of the United Nations have in the Charter reaffirmed their faith in 
fundamental human rights, in the dignity and worth of the human person and in the equal rights of 
men and women and have determined to Promote social progress and better standards of life in 
larger freedom, 


Whereas Member States have pledged themselves to achieve, in cooperation with the 
United Nations, the promotion of universal respect for and observance of human rights and 
fundamental freedoms, 


Whereas .a common understanding of these rights and freedoms is of the greatest 
importance for the full realization of this pledge, 


Now, therefore, 
The General Assembly, 


Proclaims this Universal Declaration of Human Rights as a common standard of 
achievement for all peoples and all nations, to the end that every individual and every organ of 
society, keeping this Declaration constantly in mind, shall strive by teaching and education to 
promote respect for these rights and freedoms and by progressive measures, national and 
international, to secure their universal and effective recognition and observance, both among the 
peoples of Member States themselves and among the peoples of territories under their jurisdiction. 


Article 1 


All human beings are born free and equal in dignity and rights. They are endowed with 
reason and conscience and should act towards one another in a spirit of brotherhood. 


Article 2 | 
Everyone is entitled to all the rights and freedoms set forth in this Declaration, without distinction of 
any kind, such as race, colour, sex, language, religion, political or other opinion, national or social 


origin, property, birth or other status. 
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Furthermore, no distinction shall be made on the basis of the political, jurisdictional or 
international status of the country or territory to which a person belongs, whether it be 
independent, trust, non-self- -governing or under any other limitation of sovereignty. 


Article 3 


Everyone has the right to life, liberty and security of person. 


Article 4 
No one shall be held in slavery or servitude; slavery and the slave trade shall be prohibited 


in all their forms. 
Article 5 
No one shall be subjected to torture or to cruel, inhuman or degrading treatment or 
punishment. 
Article 6 


Everyone has the right to recognition everywhere as a person before the law. 
Article 7 


All are equal before the law and are entitled without any discrimination to equal protection 
of the law. All are entitled to equal protection against any discrimination in violation of this 
Declaration and against any incitement to such discrimination. 


Article 8 


: 


Everyone has the right to an effective remedy by the competent national tribunals for acts 
violating the fundamental rights granted him by the constitution or by law. 


Article 9 


No one shall be subjected to arbitrary arrest, detention or exile. 


Article 10 


Everyone is entitled in full equality to a fair and public hearing by an independent and 
impartial tribunal, in the determination of his rights and obligations and of any criminal charge 
against him. 


Article 11 


1. Everyone charged with a penal offence has the right to be presumed innocent until proved 


guilty according to law in a public trial at which he has had all the guarantees necessary for 
his defence. 


aes one shall be held guilty of any penal offence on account of any act or omission which 
did not constitute a penal offence, under national or international law, at the time when it 


was committed. Nor shall a heavier penalty be imposed than the one that was applicable at 
the time the penal offence was committed. 
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Article 12 


No one shall 
correspondence, 
Protection of the | 


Article 13 


be Subjected to arbitrary interference with his privacy, family, home or 


nor to attacks upon his honour and reputation. Everyone has the right to the 
aw against such interference Or attacks. 


1. alk has the right to freedom of movement and residence within the borders of each 
tate. 


2. Everyone has the right to leave any country, including his own, and to return to his country. 
Article 14 


1. Everyone has the right to seek and to enjoy in other countries asylum from persecution. 


2. This right may not be invoked in the case of Prosecutions genuinely arising from non- 
political crimes or from acts contrary to the purposes and principles of the United Nations. 


Article 15 
1. Everyone has the right to a nationality. 


2. No one shall be arbitrarily deprived of his nationality nor denied the right to change his 
nationality. | 


Article 16 . 
1. Men and women of full age, without any limitation due to race, nationality or religion, have 


the right to marry and to found a family. They are entitled to equal rights as to marriage, 
during marriage and at its dissolution. 


2. Marriage shall be entered into only with the free and full consent of the intending spouses. 


3. The family is the natural and fundamental group unit of society and is entitled to protection 
by society and the State. 


Article 17 


1. Everyone has the right to own property alone as well as in association with others. 


2. Noone shall be arbitrarily deprived of his property. 


Article 18 
Everyone has the right to freedom of thought, conscience and religion; this right includes 


freedom to change his religion or belief, and freedom, either alone or in community with others and — 
in public or private, to manifest his religion or belief in teaching, practice, worship and observance. 


Article 19 
Everyone has the right to freedom of opinion and expression; this right includes freedom to 
hold opinions without interference and to seek, receive and impart information and ideas through 


any media and regardless of frontiers. 
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Article 20 


1. Everyone has the right to freedom of peaceful assembly and association. 
2. Noone may be compelled to belong to an association. 


Article 21 | 
1. Everyone has the right to take part in the government of his country, directly or through 
freely chosen representatives. 


2. Everyone has the right to equal access to public service in his country. 


3. The will of the people shall be the basis of the authority of government; this will shall be 
expressed in periodic and genuine elections which shall be by universal and equal suffrage 
and shall be held by secret vote or by equivalent free voting procedures. 


Article 22 


Everyone, as a member of society, has the right to social security and is entitled to 
realization, through national effort and international co-operation and in accordance with the 
organization and resources of each State, of the economic, social and cultural rights indispensable 
for his dignity and the free development of his personality. 


Article 23 


1. Everyone has the right to work, to free choice of employment, to just and favourable 
conditions of work and to protection against unemployment. 


2. Everyone, without any discrimination, has the right to equal pay for equal work. 


3. Everyone who works has the right to just and favourable remuneration ensuring for himself 
and his family an existence worthy. of human dignity, and supplemented, if necessary, by 
other means of social protection. 


4. Everyone has the right to form and to join trade unions for the protection of his interests. 
Article 24 
Everyone has the right to rest and leisure, including reasonable limitation of working hours 
and periodic holidays with pay. 
Article 25 


1. Everyone has the right to a standard of living adequate for the health and well-being of 
himself and of his family, including food, clothing, housing and medical care and necessary 
social services, and the right to security in the event of unemployment, sickness, disability, 
widowhood, old age or other lack of livelihood in circumstances beyond his control. 


bic ura and childhood are entitled to special care and assistance. All children, whether 
born in or out of wedlock, shall enjoy the same social protection. 
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Article 26 


1. ' 
Everyone has the right to education. Education shall be free, at least in the elementary and 


fundamental Stages. Elementary education shall be compulsory. Technical and 


professional education shall be made generally available and higher education shall be 
equally accessible to all on the basis of merit. 


Education shall be directed to the full development of the human personality and to the 
Strengthening of respect for human rights and fundamental freedoms. It shall promote 
understanding, tolerance and friendship among all nations, racial or religious groups, and 
Shall further the activities of the United Nations for the maintenance of peace. 


3. Parents have a prior right to choose the kind of education that shall be given to their 
children. 


Article 27 


1. Everyone has the right freely to participate in the cultural life of the community, to enjoy the 
arts and to share in scientific advancement and its benefits. 


2. Everyone has the right to the protection of the moral and material interests resulting from _ 
any scientific, literary or artistic production of which he is the author. 
Article 28 


Everyone is entitled to a social and international order in which the rights and freedoms set 
forth in this Declaration can be fully realized. 


Article 29 
1. Everyone has duties to the community in which alone the free and full development of his 
personality is possible. | 


2. In the exercise of his rights and freedoms, everyone shall be subject only to such 
limitations as are determined by law solely for the purpose of securing due recognition and 
respect for the rights and freedoms of others and of meeting the just requirements of 
morality, public order and the general welfare in a democratic society. 

3. These rights and freedoms may in no case be exercised contrary to the purposes and 
principles of the United Nations. 


Article 30 


Nothing in this Declaration may be interpreted as implying for any State, group or person 
any right to engage in any activity or to perform any act aimed at the destruction of any of the 


rights and freedoms set forth herein. 
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22. Convention against Torture and Other Cruel, Inhuman or Degrading 
Treatment or Punishment, 1984 


The States Parties to this Convention, 


Considering that, in accordance with the principles proclaimed in the Charter of the United 
Nations, recognition of the equal and inalienable rights of all members of the human family is the 
foundation of freedom, justice and peace in the world, 


Recognizing that those rights derive from the inherent dignity of the human person, 


Considering the obligation of States under the Charter, in particular Article 55, to promote 
universal respect for, and observance of, human rights and fundamental freedoms, 


Having regard to article 5 of the Universal Declaration of Human Rights and article 7 of the 
international Covenant on Civil and Political Rights, both of which provide that no one shall be 
subjected to torture or to cruel, inhuman or degrading treatment or punishment, 


Having regard also to the Declaration on the Protection of All Persons from Being 
Subjected to Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment, adopted 
by the General Assembly on 9 December 1975, 


Desiring to make more effective the struggle against torture and other cruel, inhuman or 
degrading treatment or punishment throughout the world, 


Have agreed as follows: 
PART | 
Article 1 


1. For the purposes of this Convention, the term "torture" means any act by which severe pain or 
suffering, whether physical or mental, is intentionally inflicted on a person for such purposes as 
obtaining from him or a third person information or a confession, punishing him for an act he or 
a third person has committed or is suspected of having committed, or intimidating or coercing 
him or a third person, or for any reason based on discrimination of any kind, when such pain or 
suffering is inflicted by or at the instigation of or with the consent or acquiescence of a public 
official or other person acting in an official capacity. It does not include pain or suffering arising 
only from, inherent in or incidental to lawful sanctions. 


This article is without prejudice to any international instrument or national legislation which 
does or may contain provisions of wider application. 


Article 2 


1. Each State Party shall take effective legislative, administrative, judicial or other measures to 


prevent acts of torture in any territory under its jurisdiction. 


sence vases ag whatsoever, whether a state of war or a threat of war, internal 
political in stability or any other public emergency, may be invoked as a justification of torture. 
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torture. 


Article 3 


1. No State Party shall expel, return ("refouler") 
there are substantial grounds for believing th 
torture. 


or extradite a person to another State where 
at he would be in danger of being subjected to 


2. For the purpose of determining whether there are such grounds, the competent authorities 


shall take into account all relevant considerations including, where applicable, the existence in 
the State concerned of a consistent 


rights. 
Article 4 


pattern of gross, flagrant or mass violations of human 


1. Each State Party shall ensure that all acts of torture are offences under its criminal law. The 
same shall apply to an attempt to commit torture and to an act by any person which constitutes 
complicity or participation in torture. 


2. Each State Party shall make these offences punishable by appropriate penalties which take 
into account their grave nature. 


Article 5 


1. Each State Party shall take such measures as may be necessary to establish its jurisdiction 
over the offences referred to in article 4 in the following cases: 


a. When the offences are committed in any territory under its jurisdiction or on board a ship 
or aircraft registered in that State: 


b. When the alleged offender is a national of that State: 
c. When the victim is a national of that State if that State considers it appropriate. 


2. Each State Party shall likewise take such measures as may be necessary to establish its 
jurisdiction over such offences in cases where the alleged offender is present in any territory 
under its jurisdiction and it does not extradite him pursuant to article 8 to any of the States 
mentioned in paragraph | of this article. 

3. This Convention does not exclude any criminal jurisdiction exercised in accordance with 


internal law. 


Article 6 

1. Upon being satisfied, after an examination of information available to it, that the Greametances 
so warrant, any State Party in whose territory a person alleged to have committed any offence 
referred to in article 4 is present shall take him into custody or take other legal measures to 
ensure his presence. The custody and other legal measures shall be as provided in sag ~— of 
that State but may be continued only for such time as is necessary to enable any criminal or 


extradition proceedings to be instituted. 
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2 Such State shall immediately make a preliminary inquiry into the facts. 


3. Any person in custody pursuant to paragraph 


| of this article shall be assisted in 
communicating immediately with the nearest appropriate representative of the State of which 


he is a national, or, if he is a stateless person, with the representative of the State where he 
usually resides. | 


When a State, pursuant to this article, has taken a person into custody, it shall immediately 
notify the States referred to in article 5, paragraph 1, of the fact that such person is in custody 
and of the circumstances which warrant his detention. The State which makes the preliminary 
inquiry contemplated in paragraph 2 of this article shall promptly report its findings to the said 
States and shall indicate whether it intends to exercise jurisdiction. 


Article 7 


1. 


The State Party in the territory, under whose jurisdiction a person alleged to have committed 
any offence referred to in article 4 is found shall in the cases contemplated in article 5, if it 
joes not extradite him, submit the case to its competent authorities for the purpose of 
oros 3cution. 


These authorities shall take their decision in the same manner as in the case of any ordinary 
yifer ce of a serious nature under the law of that State. In the cases referred to in article 5, 
yarayraph 2, the standards of evidence required for prosecution and conviction shall in no way 
ye less stringent than those which apply in the cases referred to in article 5, paragraph 1. 


Any person regarding whom proceedings are brought in connection with any of the offences 
eferred to in article 4 shall be guaranteed fair treatment at all stages of the proceedings. 


Article 8 


1. 


‘The offences referred to in article 4 shall be deemed to be included as extraditable offences in 
any extradition treaty existing between States Parties. States Parties undertake to include such 
offences as extraditable offences in every extradition treaty to be concluded between them. 


lf a State Party which makes extradition conditional on the existence of a treaty receives a 
request for extradition from another State Party with which it has no extradition treaty, it may 
consider this Convention as the legal basis for extradition in respect of such offences. 
Extradition shall be subject to the other conditions provided by the law of the requested State. 


States Parties which do not make extradition conditional on the existence of a treaty shall 
recognize such offences as extraditable offences between themselves subject to the 
cur dit'ons provided by the law of the requested State. 


Sich «fences shall be treated, for the purpose of extradition between States Parties, as if they 
hai been committed not only in the place in which they occurred but also in the territories of 
the Sta:3s required to establish their jurisdiction in accordance with article 5, paragraph 1. 
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Article 9 


1. States Parties Shall afford one another the 


pect of any of the offences referred to in article 4, including 

Sposal necessary for the proceedings. 

2. States Parties shall Carry out their obli 
with any treaties on mutual judicial assi 


Article 10 
Y 


the supply of all evidence at their di 


gations under Paragraph | of this article in conformity 
Stance that may exist between them. 


Each State Party shall ensure that education and information regarding the prohibition against 
torture are fully included in the training of law enforcement personnel, civil or military, medical 
personnel, public officials and other persons who may be involved in the custody, interrogation 
or treatment of any individual Subjected to any form of arrest, detention or imprisonment. 


2. Each State Party shall include this prohibition in the rules or instructions issued in regard to the 
duties and functions of any such person. 


Article 11 


- Each State Party shall keep under systematic review interrogation rules, instructions, 
methods and practices as well as arrangements for the. custody and treatment of persons 
Subjected to any form of arrest, detention or imprisonment in any territory under its jurisdiction, 
with a view to preventing any cases of torture. 


Article 12 


Each State Party shall ensure that its competent authorities proceed to a prompt and 
impartial investigation, wherever there is reasonable ground to believe that an act of torture has 
been committed in any territory under its jurisdiction. 


Article 13 


Each State Party shall ensure that any individual who alleges he has been subjected to 
torture in any territory under its jurisdiction has the right to complain to, and to have his case 
promptly and impartially examined by, its competent authorities. Steps shall be taken to ensure 
that the complainant and witnesses are protected against all ill-treatment or intimidation as a 


consequence of his complaint or any evidence given. 


Article 14 


1. Each State Party shall ensure in its legal system that the victim of an act of torture obtains 
redress and has an enforceable right to fair and adequate compensation, including the means 
for as full rehabilitation as possible. In the event of the death of the victim as a result of an act 


of torture, his dependants shall be entitled to compensation. 
2. Nothing in this article shall affect any right of the victim or other persons to compensation 


which may exist under national law. 
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Article 15 

Each State Party shall ensure that any statement which is established to have been made 
as a result of torture shall not be invoked as evidence in any proceedings, except against a person 
accused of torture as evidence that the statement was made. 


Article 16 

4. Each State Party shall undertake to prevent in any territory under its jurisdiction other acts of 
cruel, inhuman ofr degrading treatment or punishment which do not amount to torture as 
defined in article |, when such acts are committed by or at the instigation of or with the consent 
or acquiescence of a public official or other person acting in an official capacity. In particular, 
the obligations contained in articles 10, 11, 42 and 13 shall apply with the substitution for 
references to torture of references to other forms of cruel, inhuman or degrading treatment or 


punishment. 


2. The provisions of this Convention are without prejudice to the provisions of any other 
international instrument or national law which prohibits cruel, inhuman or degrading treatment 
or punishment or which relates to extradition or expulsion. 


PART Il 
Article 17 


4. There shall be established a Committee against Torture (hereinafter referred to as the 
Committee) which shall carry out the functions hereinafter provided. The Committee shall 
consist of ten experts of high moral standing and recognized competence in the field of human 
rights, who shall serve in their personal capacity. The experts shall be elected by the States 
Parties, consideration being given to equitable geographical distribution and to the usefulness 
of the participation of some persons having legal experience. 


2 The members of the Committee shall be elected by secret ballot from a list of persons 
nominated by States Parties. Each State Party may nominate one person from among its own 
nationals. States Parties shall bear in mind the usefulness of nominating persons who are also 
members of the Human Rights Committee established under the International Covenant on 
Civil and Political Rights and who are willing to serve on the Committee against Torture. 


3. Elections of the members of the Committee shall be held at biennial meetings of States Parties 
convened by the Secretary-General of the United Nations. At those meetings, for which twc 
thirds of the States Parties shall constitute a quorum, the persons elected to the Committee 
shall be those who obtain the largest number of votes and an absolute majority of the votes o 
the representatives of States Parties present and voting. 


4. The initial election shall be held no later than six months after the date of the entry into force c 
this Convention. At. least four months before the date of each election, the Secretary-Generé 
of the United Nations shall address a letter to the States Parties inviting them to submit the 
nominations within three months. The Secretary-General shall prepare a list in alphabetic 
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order of all persons thus nomin 


9 ated, indicating the States Parties which have nominated them 
and shall submit it to the States 


Parties. 


States Parties shall be responsible for the expenses of the members of the Committee while 
they are in performance of Committee duties. (amendment (see General Assembly resolution 
47/111 of 16 December 1992): 


Article 18 


1. 
2. 


The Committee shall elect its officers for a term of two years. They may be re-elected. 


The Committee shall establish its own rules of procedure, but these rules shall provide, inter 
alia, that: ) : 


(a) Six members shall constitute a quorum; 
(b) Decisions of the Committee shall be made by a majority vote of the members present. 


The Secretary-General of the United Nations shall provide the necessary staff and facilities for 
the effective performance of the functions of the Committee under this Convention. 


The Secretary-General of the United Nations shall convene the initial meeting of the 
Committee. After its initial meeting, the Committee shall meet at such times as shall be 
provided in its rules of procedure. 

The States Parties shall be responsible for expenses incurred in connection with the holding of 
meetings of the States Parties and of the Committee, including reimbursement to the United 


Nations for any expenses, such as the cost of staff and facilities, incurred by the United 
Nations pursuant to paragraph 3 of this article. (amendment (see General Assembly resolution 


47/111 of 16 December 1992); 


Article 19 


1. 


The States Parties shall submit to the Committee, through the Secretary-General of the United 
Nations, reports on the measures they have taken to give effect to their undertakings under 
this Sonvention within one year after the entry into force of the Convention for the State Party 
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concerned. Thereafter the States Parties shall submit supplementary reports every four years 
on any new measures taken and such other reports as the Committee may request. 


2 The Secretary-General of the United Nations shall transmit the reports to all States Parties. 


3. Each report shall be considered by the Committee which may make such general comments 
on the report as it may consider appropriate and shall forward these to the State Party — 
concerned. That State Party may respond with any observations it chooses to the Committee. 


4. The Committee may, at its discretion, decide to include any comments made by it in 
accordance with paragraph 3 of this article, together with the observations thereon received 
from the State Party concerned, in its annual report made in accordance with article 24. If so 
requested by the State Party concerned, the Committee may also include a copy of the report 
submitted under paragraph | of this article. 


Article 20 


4. |f the Committee receives reliable information which appears to it to contain well-founded 
indications that torture is being systematically practised in the territory of a State Party, the 
Committee shall invite that State Party to co-operate in the examination of the information and 
to this end to submit observations with regard to the information concerned. 


2. Taking into account any observations which may have been submitted by the State Party 
concerned, as well as any other relevant information available to it, the Committee may, if it 
decides that this is warranted, designate one or more of its members to make a confidential 
inquiry and to report to the Committee urgently. 


3: ff an inquiry is made in accordance with paragraph 2 of this article, the Committee shall seek 
the co-operation of the State Party concerned. In agreement with that State Party, such an 
inquiry may include a visit to its territory. 


4. After examining the findings of its member or members submitted in accordance with 
paragraph 2 of this article, the Commission shall transmit these findings to the State Party 


concerned together with any comments or suggestions which seem appropriate in view of the 
situation. 


5. All the proceedings of the Committee referred to in paragraphs | to 4 of th is article s hall be 
con fidential , and at all stages of the proceedings the co-operation of the State Party shall be 
sought. After such proceedings have been completed with regard to an inquiry made in 
accordance with paragraph 2, the Committee may, after consultations with the State Party 


concerned, decide to include a summary account of the results of the proceedings in its annual 
report made in accordance with article 24. 


Article 21 


1. A State Party to this Convention may at any time declare under this article that it recognizes 


the competence of the Committee to receive and consider communications to the effect that a 
State Party claims that another State Party is not fulfilling its obligations under this Convention. 


Such communications may be received and considered according to the procedures laid down 
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EE 


in this artic , 
eal le oe if submitted by a State Party which has made a declaration recognizing in 
Sell the competence of the Committee. No communication shall be dealt with by the 


Commi . 
; rte under this article if it concerns a State Party which has not made such a 
eclaration. Communications received under this article 


shall be dealt with in accordance with 
‘the following procedure: 7 


a. If a State Party considers that another State Party is not giving effect to the provisions of 


this Convention, it may, by written communication, bring the matter to the attention of that 
State Party. Within three months afler the receipt of the communication the receiving State 
shall afford the State which sent the communication an explanation or any other statement 
in writing clarifying the matter, which should include, to the extent possible and pertinent, 
reference to domestic procedures and remedies taken, pending or available in the matter; 


b. If the matter is not adjusted to the satisfaction of both States Parties concerned within six 
months after the receipt by the receiving State of the initial communication, either State 


shall have the right to refer the matter to the Committee, by notice given to the Committee 
and to the other State; 


c. The Committee shall deal with a matter referred to it under this article only after it has 
ascertained that all domestic remedies have been invoked and exhausted in the matter, in 
conformity with the generally recognized principles of international law. This shall not be 
the rule where the application of the remedies is unreasonably prolonged or is unlikely to 
bring effective relief to the person who is the victim of the violation of this Convention; 


d. The Committee shall hold closed meetings when examining communications under this 
article; 


e. Subject to the provisions of subparagraph (c), the Committee shall make available its good 
offices to the States Parties concerned with a view to a friendly solution of the matter on 
the basis of respect for the obligations provided for in this Convention. For this purpose, the 
Committee may, when appropriate, set up an ad hoc conciliation commission; 


f. In any matter referred to it under this article, the Committee may call upon the States 
Parties concerned, referred to in subparagraph (b), to supply any relevant information; 

g. The States Parties concerned, referred to in subparagraph (b), shall have the right to be 
represented when the matter is being considered by the Committee and to make 
submissions orally and/or in writing; 

h. The Committee shall, within twelve months after the date of receipt of notice under 
subparagraph (b), submit a report: 

(i) If a solution within the terms of subparagraph (e) is reached, the Committee shall 
confine its report to a brief statement of the facts and of the solution reached; 


(ii) If a solution within the terms of subparagraph (e) is not reached, the Committee shall 
confine its report to a brief statement of the facts; the written submissions and record 
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of the oral submissions made by the States Parties concerned shall be attached to 


the report. 


In every matter, the report shall be communicated to the States Parties concerned. 


2. The provisions of this article shall come into force when five States Parties to this Convention 


have made declarations under paragraph 1 of this article. Such declarations shall be deposited 
by the States Parties with the Secretary-General of the United Nations, who shall transmit 
copies thereof to the other States Parties. A declaration may be withdrawn at any time by 
notification to the Secretary-General. Such a withdrawal shall not prejudice the consideration 
of any matter which is the subject of a communication already transmitted under this article; no 
further communication by any State Party shall be received under this article after the 
notification of withdrawal of the declaration has been received by the Secretary-General, 
unless the State Party concerned has made a new declaration. 


Article 22 


1. 


A State Party to this Convention may at any time declare under this article that it recognizes 
the competence of the Committee to receive and consider communications from or on behalf 
of individuals subject to its jurisdiction who claim to be victims of a violation by a State Party of 
the provisions of the Convention. No communication shall be received by the Committee if it 
concerns a State Party which has not made such a declaration. | 


The Committee shall consider inadmissible any communication under this article which is 
anonymous or which it considers to be an abuse of the right of submission of such 
communications or to be incompatible with the provisions of this Convention. 


Subject to the provisions of paragraph 2, the Committee shall bring any communications 
submitted to it under this article to the attention of the State Party to this Convention which has 
made a declaration under paragraph | and is alleged to be violating any provisions of the 
Convention. Within six months, the iin State shall submit to the Committee written 


explanations or statements clarifying the matter and the remedy, if any, that may have been 
taken by that State. 


The Committee shall consider communications received under this article in the light of all 


information made available to it by or on behalf of the individual and by the State Party 
concerned. 


The Committee shall not consider any communications from an individual under this article 
unless it has ascertained that: 


(a) The same matter has not been, and is not being, examined under another procedure of 
international investigation or settlement; 


(b) The individual has exhausted all available domestic remedies; this shall not be the rule 
where the application of the remedies is unreasonably prolonged or is unlikely to bring 
effective reliefto the person who is the victim of the violation of this Convention. 


6. The Committee shall hold closed meetings when examining communications under this article. 
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7. The Commi its vi 
mittee shall forward Its views to the State Party concerned and to the individual. 


8. The provisi , 
Provisions of this article shall come into force when five States Parties to this Convention 


oo oma ations under paragraph 1 of this article. Such declarations shall be deposited 

€s Parties with the Secretary-General of the United Nations, who shall transmit 
BePion thereof to the other States Parties. A declaration may be withdrawn at any time by 
notification to the Secretary-General. Such a withdrawal shall not prejudice the consideration 
of any matter which is the Subject of a communication already transmitted under this article; no 
further communication by or on behalf of an individual shall be received under this article after 


the notification of withdrawal of the declaration has been received by the SecretaryGeneral, 
unless the State Party has made a new declaration. 


Article 23 


The members of the Committee and of the ad hoc conciliation commissions which may be 
appointed under article 21, paragraph | (e), shall be entitled to the facilities, privileges and 
immunities of experts on mission for the United Nations as laid down in the relevant sections of the 
Convention on the Privileges and Immunities of the United Nations. 


Article 24 


The Committee shall submit an annual report on its activities under this Convention to the 
States Parties and to the Genera! Assembly of the United Nations. 


PART Ill 
Article 25 


1. This Convention is open for signature by all States. 2. This Convention is subject to ratification. 
Instruments of ratification shall be deposited with the Secretary-General of the United Nations. 


Article 26 


This Convention is open to accession by all States. Accession shall be effected by the 
deposit of an instrument of accession with the Secretary General of the United Nations. 


Article 27 


1. This Convention shall enter into force on the thirtieth day after the date of the deposit with the 
Secretary-General of the United Nations of the twentieth instrument of ratification or accession. 


2. For each State ratifying this Convention or acceding to it after the deposit of the twentieth 
instrument of ratification or accession, the Convention shall enter into force on the thirtieth day 


after the date of the deposit of its own instrument of ratification or accession. 


Article 28 
1. Each State may, at the time of signature or ratification of this Convention or accession thereto, 


declare that it does not recognize the competence of the Committee provided for in article 20. 
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2. Any State Party having made a reservation in accordance with paragraph | of this article may, 


at any time, withdraw this reservation by notification to the Secretary-General of the United 


Nations. 


Article 29 


1. Any State Party to this Convention may propose an amendment and file it with the Secretary- 


General of the United Nations. The SecretaryGeneral shall thereupon communicate the 
proposed amendment to the States Parties with a request that they notify him whether they 
favour a conference of States Parties for the purpose of considering an d voting upon the 
proposal. In the event that within four months from the date of such communication at least 
one third of the States Parties favours such a conference, the Secretary General shall convene 
the conference under the auspices of the United Nations. Any amendment adopted by a 
majority of the States Parties present and voting at the conference shall be submitted by the 
Secretary-General to all the States Parties for acceptance. 


2. An amendment adopted in accordance with paragraph | of this article shall enter into force 


when two thirds of the States Parties to this Convention have notified the Secretary-General of 
the United Nations that they have accepted it in accordance with their respective constitutional 
processes. 


3. When amendments enter into force, they shall be binding on those States Parties which have 


accepted them, other States Parties still being bound by the provisions of this Convention and 
any earlier amendments which they have accepted. 


Article 30 


1. 


Any dispute between two or more States Parties concerning the interpretation or application of 
this Convention which cannot be settled through negotiation shall, at the request of one of 
them, be submitted to arbitration. If within six months from the date of the request for arbitration 
the Parties are unable to agree on the organization of the arbitration, any one of those Parties 


may refer the dispute to the International Court of Justice by request in conformity with the 
Statute of the Court. 


Each State may, at the time of signature or ratification of this Con vention or accession thereto, 
declare that it does not consider itself bound by paragraph | of this article. The other States 


Parties shall not be bound by paragraph | of this article with respect to any State Party having 
made such a reservation. 


Any State Party having made a reservation in accordance with paragraph 2 of this article may 


at any time withdraw this reservation by notification to the Secretary-General of the United 
Nations. 


Article 31 


1. 


A State Party may denounce this Convention by written notification to the Secretary-General of 


- United Nations. Denunciation becomes effective one year after the date of receipt of- the 
notification by the Secretary-General . 
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2. Such iati 
ps ies shall not have the effect of releasing the State Party from its obligations 
: : is Convention In regard to any act or omission which occurs prior to the date at which 
© denunciation becomes effective, nor shall denunciation prejudice in any way the continued 


Commmeretion of any matter which is already under consideration by the Committee prior to the 
date at which the denunciation becomes effective. 


Following the date at which the denunciation of a State Party becomes effective, the 
Committee shall not commence consideration of any new matter regarding that State. 


Article 32 


The Secretary-General of the United Nations shall inform all States Members of the United 
Nations and all States which have Signed this Convention or acceded to it of the following: 


a. Signatures, ratifications and accessions under articles 25 and 26; 


b. The date of entry into force of this Convention under article 27 and the date of the entry 
into force of any amendments under article 29; 


c. Denunciations under article 31. 


' Article 33 


=~ 


1. This Convention, of which the Arabic, Chinese, English, French, Russian and Spanish texts 
are equally authentic, shall be deposited with the Secretary-General of the United Nations. 


2. The Secretary-General of the United Nations shall transmit certified copies of this Convention 
to all States. 


23. Optional Protocol to the Convention against Torture and Other 
Cruel, Inhuman or Degrading Treatment or Punishment 


PREAMBLE 
The States Parties to the present Protocol, 


Reaffirming that torture and other cruel, inhuman or degrading treatment or punishment are 
prohibited and constitute serious violations of human rights, 

Convinced that further measures are necessary to achieve the purposes of the Convention against 
Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment (hereinafter referred to 
as the Convention) and to strengthen the protection of persons deprived of their liberty against 
torture and other cruel, inhuman or degrading treatment or punishment, 


Recalling that articles 2 and 16 of the Convention oblige each State Party to take effective 
measures to prevent acts of torture and other cruel, inhuman or degrading treatment or 


punishment in any territory under its jurisdiction, 
Recognizing that States have the primary responsibility for implementing those articles, that 


strengthening the protection of people deprived of their liberty and the full respect for their human 


243 
People's Watch 


rights is a common responsibility shared by all and that international implementing bodies 
complement and strengthen national measures, 

Recalling that the effective prevention of torture and other cruel, inhuman or degrading treatment 
or punishment requires education and a combination of various legislative, administrative, judicial 
and other measures, 

Recalling also that the World Conference on Human Rights firmly declared that efforts to eradicate 
torture should first and foremost be concentrated on prevention and called for the adoption of an 
optional protocol to the Convention, intended to establish a preventive system of regular visits to 


places of detention, 


Convinced that the protection of persons deprived of their liberty against torture and other cruel, 
inhuman or degrading treatment or punishment can be strengthened by non-judicial means of a 
preventive nature, based on regular visits to places of detention, 


Have agreed as follows: 
PART | 

General rincipies 
Article 1 


The objective of the present Protocol is to establish a system of regular visits undertaken by 
independent international and national bodies to places where people are deprived of their liberty, 
in order to prevent torture and other cruel, inhuman or degrading treatment or punishment. 


Article 2 


1. A Subcommittee on Prevention of Torture and Other Cruel, Inhuman or Degrading Treatment or 
Punishment of the Committee against Torture (hereinafter referred to as the Subcommittee on 
Prevention) shall be established and shall carry out the functions laid down in the present Protocol. 


2. The Subcommittee on Prevention shall carry out its work within the framework of the Charter of 
the United Nations and shall be guided by the purposes and principles thereof, as well as the 
norms of the United Nations concerning the treatment of people deprived of their liberty. 


3. Equally, the Subcommittee on Prevention shall be guided by the principles of confidentiality, 
impartiality, non-selectivity, universality and objectivity. 


4. The Subcommittee on Prevention and the States Parties shall cooperate in the implementation 
of the present Protocol. 


Article 3 


Each State Party shall set up, designate or maintain at the domestic level one or several visiting 


bodies for the prevention of torture and other cruel, inhuman or degrading treatment cr punishment 
(hereinafter referred to as the national preventive mechanism). ; 
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Article 4 


1. Each State Party shall allow visits 
referred to in articles 2 and 3 to any 


€ undertaken with a view to strengthening, if necessary, the protection of these 


Persons against torture and other cruel, inhuman or degrading treatment or punishment. 


2. ror the purposes of the Present Protocol, deprivation of liberty means any form of detention or 
eTprROREEN! or ihe Placement of a person in a public or private custodial setting which that 
person Is not permitted to leave at will by order of any judicial, administrative or other authority. 


PART Il 
Subcommittee on Prevention 


Article 5 


1. The Subcommittee on Prevention Shall consist of ten members. After the fiftieth: ratification of 
Or accession to the present Protocol, the number of the members of the Subcommittee on 
Prevention shall increase to twenty-five. 


2. The members of the Subcommittee on Prevention shall be chosen from among persons of high 
moral character, having proven professional experience in the field of the administration of 
justice, in particular criminal law, prison or police administration, or in the various fields relevant 
to the treatment of persons deprived of their liberty. 


3. In the composition of the Subcommittee on Prevention due consideration shall be given to 
equitable geographic distribution and to the representation of different forms of civilization and 
legal systems of the States Parties. 


4. In this composition consideration shall also be given to balanced gender representation on the 
basis of the principles of equality and non-discrimination. 


5. No two members of the Subcommittee on Prevention may be nationals of the same State. 


6. The members of the Subcommittee on Prevention shall serve in their individual capacity, shall 
be independent and impartial and shall be available to serve the Subcommittee on Prevention 


efficiently. 


Article 6 

1. Each State Party may nominate, in accordance with paragraph 2 of the present article, up to two 
candidates possessing the qualifications and meeting the requirements set out in article 5, and in 
doing so shall provide detailed information on the qualifications of the nominees. 


2. (a) The nominees shall have the nationality of a State Party to the present Protocol; 


(b) At least one of the two candidates shall have the nationality of the nominating State Party; 
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(c) No more than two nationals of a State Party shall be nominated; 

(d) Before a State Party nominates a national of another State Party, it shall seek and obtain the 
consent of that State Party. 

3. At least five months before the date of the meeting of the States Parties during which the 
elections will be held, the Secretary-General of the United Nations shall address a letter to the 
States Parties inviting them to submit their nominations within three months. The Secretary- 
General shall submit a list, in alphabetical order, of all persons thus nominated, indicating the 
States Parties that have nominated them. 


Article 7 


1. The members of the Subcommittee on Prevention shall be elected in the following manner: 


(a) Primary consideration shall be given to the fulfilment of the requirements and criteria of article 5 
of the present Protocol; 


(b) The initial election shall be held no later than six months after the entry into force of the present 
Protocol; : 


(c) The States Parties shall elect the members of the Subcommittee on Prevention by secret 
ballot; : 


(d) Elections of the members of the Subcommittee on Prevention shali be held at biennial 
meetings of the States Parties convened by the Secretary - General of the United Nations. At 
those meetings, for which two thirds of the States Parties shall constitute a quorum, the persons 
elected to the Subcommittee on Prevention shall be those who obtain the largest number of votes 
and an absolute majority of the votes of the representatives of the States Parties present and 
voting. 


2. If during the election process two nationals of a State Party have become eligible to serve as 
members of the Subcommittee on Prevention, the candidate receiving the higher number of votes 
shall serve as the member of the Subcommittee on Prevention. Where nationals have received the 
same number of votes, the following procedure applies: 


(a) Where only one has been nominated by the State Party of which he or she is a national, that 
national shall serve as the member of the Subcommittee on Prevention; 


(b) Where both candidates have been nominated by the State Party of which they are nationals, a 
separate vote by secret ballot shall be held to determine which national shall become the member; 


(c) Where neither candidate has been nominated by the State Party of which he or she is a 


national, a separate vote by secret ballot shall be held to determine which candidate shall be the 
member. 


Article 8 


lf a member of the Subcommittee on Prevention dies or resigns, or for any cause can no longer 
perform his or her duties, the State Party that nominated the member shall nominate another 


eligible person possessing the qualifications and meeting the requirements set out in article 5 
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taking in 

a : = ge: the need for a proper balance among the various fields of competence, to 

eat © next meeting of the States Parties, Subject to the approval of the majority of the 
ates rarties. The approval shall be considered given unless half or more of the States Parties 


reapene hagatively within six weeks after having been informed by the Secretary-General of the 
United Nations of the Proposed appointment. 


Article 9 
The eevee of the Subcommittee on Prevention Shall be elected for a term of four years. They 
shall be eligible for re-election once if renominated. The term of half the members elected at the 


first election shall expire at the end of two years; immediately after the first election the names of 


those members shall be chosen by lot by the Chairman of the meeting referred to in article 7, 
paragraph 1 ( d). 


Article 10 


1. The Subcommittee on Prevention shall elect its officers for a term of two years. They may be re- 
elected. 


2. The Subcommittee on Prevention shall establish its own rules of procedure. These rules shall 
provide, inter alia, that: 


(a) Half the members plus one shall constitute a quorum; 


(b) Decisions of the Subcommittee on Prevention shall be made by a majority vote of the members 
present; 


(c) The Subcommittee on Prevention shall meet in camera. 


3. The Secretary-General of the United Nations shall convene the initial meeting of the 
Subcommittee on Prevention. After its initial meeting, the Subcommittee on Prevention shall meet 
at such times as shall be provided by its rules of procedure. The Subcommittee on Prevention and 
the Committee against Torture shall hold their sessions simultaneously at least once a year. 


PART Ill 


Mandate of the Subcommittee on Prevention 


Article 1 | 


The Subcommittee on Prevention shall: 


(a) Visit the places referred to in article 4 and make recommendations to States Parties concerning 
the protection of persons deprived of their liberty against t “wie and other cruel, inhuman or 


degrading treatment or punishment; 

(b) In regard to the national preventive mechanisms: 

(i) Advise and assist States Parties, when necessary, in their establishment; 

(ii) Maintain direct, and if necessary confidential, contact with the national preventive mechanisms 


and offer them training and technical assistance with a view to strengthening their capacities; 
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(iii) Advise and assist them in the evaluation of the needs and the means necessary to strengthen 
the protection of persons deprived of their liberty against torture and other cruel, inhuman or 


degrading treatment or punishment; 


(iv) Make recommendations and observations to the States Parties with a view to strengthening 
the capacity and the mandate of the national preventive mechanisms for the prevention of torture 
and other cruel, inhuman or degrading treatment or punishment; 


(c) Cooperate, for the prevention of torture in general, with the relevant United Nations organs and 
mechanisms as well as with the international, regional and national institutions or organizations 
working towards the strengthening of the protection of all persons against torture and other cruel, 
inhuman or degrading treatment or punishment. 


Article 12 


In order to enable the Subcommittee on Prevention to comply with its mandate as laid down in 
article 11, the States Parties undertake: 


(a) To receive the Subcommittee on Prevention in their territory and grant it access to the places of 
detention as defined in article 4 of the present Protocol; 


(b) To provide all relevant information the Subcommittee on Prevention may request to evaluate 
the needs and measures that should be adopted to strengthen the protection of persons deprived 
of their liberty against torture and other cruel, inhuman or degrading treatment or punishment; 


(c) To encourage and facilitate contacts between the Subcommittee on Prevention and the 
national preventive mechanisms; | 


(d) To examine the recommendations of the Subcommittee on Prevention and enter into dialogue 
with it on possible implementation measures. 


Article 13 


1. The Subcommittee on Prevention shall establish, at first by lot, a programme of regular visits to 
the States Parties in order to fulfil its mandate as established in article 11. 


2. After consultations, the Subcommittee on Prevention shall notify the States Parties of its 


programme in order that they may, without delay, make the necessary practical arrangements 
_ for the visits to be conducted. 


3. The visits shall be conducted by at least two members of the Subcommittee on Prevention. 
a members may be accompanied, if needed, by experts of demonstrated professional 
experience and knowledge in the fields covered by the present Protocol who shall be selected 
hl a roster of experts prepared on the basis of proposals made by the States Parties, the 
Office of the United Nations High Commissioner for Human Rights and the United Nations 
Centre for International Crime Prevention. In preparing the roster, the States Parties concerned 
shall propose no more than five national experts. The State Party concerned may oppose the 


inclusion of a specific expert in the visit, whereupon the Subcommittee on Prevention shall 
propose another expert. 
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4. If the Subcommittee On Prevention co 


# nsiders it appropriate, it may propo : 
visit after a regular visit. p y propose a short follow-up 


Article 14 


1. In order to enable the Subcommittee on Preventi 
present Protocol undertake to grant it: 


on to fulfil its mandate, the States Parties to the 


(a) Unrestricted access to all information concerning the number of persons deprived of 


their liberty in places of detention as defined in article 4, as well as the number of places 
and their location; 


(b) Unrestricted access to all information referring to the treatment of those persons as well 
as their conditions of detention: 


(c) Subject to Paragraph 2 below, unrestricted access to all places of detention and their 
installations and facilities: 


(d) The opportunity to have private interviews with the persons deprived of their liberty 
without witnesses, either personally or with a translator if deemed necessary, as well as 
with any other person who the Subcommittee on Prevention believes may supply relevant 
information; 


(e) The liberty to choose the places it wants to visit and the persons it wants to interview. 


2. Objection to a visit to a particular place of detention may be made only on urgent and 
compelling grounds of national defence, public safety, natural disaster or serious disorder in the 
place to be visited that temporarily prevent the carrying out of such a visit. The existence of a 
declared state of emergency as such shall not be invoked by a State Party as a reason to object to 
a visit. 

Article 15 


No authority or official shall order, apply, permit or tolerate any sanction against any person or 
organization for having communicated to the Subcommittee on Prevention or to its delegates any 
information, whether true or false, and no such person or organization shall be otherwise 


prejudiced in any way. 
Article 16 
1. The Subcommittee on Prevention shall communicate its recommendations and observations 


confidentially to the State Party and, if relevant, to the national preventive mechanism. 


2. The Subcommittee on Prevention shall publish its report, together with any comments of the 
State Party concerned, whenever requested to do so by that State Party. 4 the State fev 
makes part of the report public, the Subcommittee on ee may publish the report in 
whole or in part. However, no personal data shall be published without the express consent of 


the person concerned. 
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3. The Subcommittee on Prevention shall present a public annual report on its activities to the 
Committee against Torture. 


4. If the State Party refuses to cooperate with the Subcommittee on Prevention according to 
articles 12 and 14, or to take steps to improve the situation in the light of the recommendations 
of the Subcommittee on Prevention, the Committee against Torture may, at the request of the 
Subcommittee on Prevention, decide, by a majority of its members, after the State Party has 
had an opportunity to make its views known, to make a public statement on the matter or to 
publish the report of the Subcommittee on Prevention. 


PART IV 
National preventive mechanisms 
Article 17 


Each State Party shall maintain, designate or establish, at the latest one year after the entry into 
force of the present Protocol or of its ratification or accession, one or several independent national 
preventive mechanisms for the prevention of torture at the domestic level. Mechanisms 
established by decentralized units may be designated as national preventive mechanisms for the 
purposes of the present Protocol if they are in conformity with its provisions. 


Article 18 


1. The States Parties shall guarantee the functional independence of the national preventive 
mechanisms as well as the independence of their personnel. | 


2. The States Parties shall take the necessary measures to ens ure that the experts of the 
national preventive mechanism have the required capabilities and professional knowledge. 


They shall strive for a gender balance and the adequate representation of ethnic and minority 
groups in the country. 


3. The States Parties undertake to make available the necessary resources for the functioning of 
the national preventive mechanisms. 


4. When establishing national preventive mechanisms, States Parties shall give due 


consideration to the Principles relating to the status of national institutions for the promotion 
and protection of human rights. 


Article 19 
The national preventive mechanisms shall be granted at a minimum the power: 


(a) To regularly examine the treatment of the persons deprived of their liberty in places of 
detention as defined in article 4, with a view to strengthening, if necessary, their protection against 
torture and other cruel, inhuman or degrading treatment or punishment; 


(b) To make recommendations to the relevant authorities with the aim of improving the treatment 
and the conditions of the persons deprived of their liberty and to prevent torture and other cruel 
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inhuman or degrading treatment or 


: punishment, taking into consideration th 
United Nations: g e relevant norms of the 


(c) To submit proposals and observations concerning existing or draft legislation. 


Article 20 


In order to enable the national preventive mechanisms to fulfil their mandate, the States Parties to 
the present Protocol undertake to grant them: 


(a) Access to all information concerning the number of persons deprived of their liberty in places of 
detention as defined in article 4, as well as the number of places and their location; 


(b) Access to all information referring to the treatment of those persons as well as their conditions 
of detention; 


(c) Access to all places of detention and their installations and facilities; 


(d) The opportunity to have private interviews with the persons deprived of their liberty without 
witnesses, either personally or with a translator if deemed necessary, as well as with any other 
person who the national preventive mechanism believes may supply relevant information; 


(e) The liberty to choose the places they want to visit and the persons they want to interview: 


(f} The right to have contacts with the Subcommittee on Prevention, to send it information and to 
meet with it. 


Article 21 


1. No authority or official shall order, apply, permit or tolerate any sanction against any person or 
organization for having communicated to the national preventive mechanism any information, 
whether true or false, and no such person or organization shall be otherwise prejudiced in any 
way. 

2. Confidential information collected by the national preventive mechanism shall be privileged. No 
personal data shall be published without the express consent of the person concerned. 


Article 22 


The competent authorities of the State Party concerned shall examine the recommendations of the 
national preventive mechanism and enter into a dialogue with it on possible implementation 


measures. 


Article 23 
The States Parties to the present Protocol undertake to publish and disseminate the annual 


er 
reports of the national preventive mechanisms. 


PART V 


Declaration 
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Article 24 


1. Upon ratification, States Parties may make a declaration postponing the implementation of their 
obligations under either part III or part |V of the present Protocol. 


2. This postponement shall be valid for a maximum of three years. After due representations made 
by the State Party and after consultation with the Subcommittee on Pre vention, the Committee 
against Torture may extend that period for an additional two years. 


PART VI 
Financial provisions 


Article 25 


1. The expenditure incurred by the Subcommittee on Prevention in the implementation of the 
present Protocol shall be borne by the United Nations. 

2. The Secretary-General of the United Nations shall provide the necessary staff and facilities for 
the effective performance of the functions of the Subcommittee on Prevention under the present 
Protocol. 


Article 26 


1. A Special Fund shall be set up in accordance with the relevant procedures of the General 

Assembly, to be administered in accordance with the financial regulations and rules of the United 

Nations, to help finance the implementation of the recommendations made by the Subcommittee 

on Prevention after a visit to a State Party, as well as education programmes of the national 
preventive mechanisms. | 


2. The Special Fund may be financed through voluntary contributions made by Gofrnments, 
intergovernmental and non-governmental organizations and other private or public entities. 


PART VII 

Final provisions 

Article 27 

1. The present Protocol is open for Signature by any State that has signed the Convention. 


2. The present Protocol is subject to ratification by any State that has ratified or acceded to the 


Convention. Instruments of ratification shall be deposited with the Secretary-General of the United 
Nations. 


3. The present Protocol shall be open to accession by any State that has ratified or acceded to the 
Convention. 


4. Accession shall be effected by the deposit of an instrument of accession with the Secretary- 
General of the United Nations. 


5. The Secretary-General of the United Nations shall inform all States that have Signed the present 
Protocol or acceded to it of the deposit of each instrument of ratification or accession. 
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Article 28 


1. The present Protocol shail enter into force on the thirtieth day after the date of deposit with the 


Secretary-General of the United Nations of the twentieth instrument of ratification or accession. 


2. For each State ratifying the present Protocol or acceding to it after the deposit with the 
Secretary-General of the United Nations of the twentieth instrument of ratification or accession, the 


present Protocol shall enter into force on the thirtieth day after the date of deposit of its own 
instrument of ratification or accession. | 


Article 29 


The provisions of the present Protocol shall extend to all parts of federal States without any 
limitations or exceptions. 


Article 30 
No reservations shall be made to the present Protocol. 
Article 31 


The provisions of the present Protocol shall not affect the obligations of States Parties under any 
regional convention instituting a system of visits to places of detention. The Subcommittee on 
Prevention and the bodies established under such regional conventions are encouraged to consult 
and cooperate with a view to avoiding duplication and promoting effectively the objectives of the 
present Protocol. 3 


Article 32 


The provisions of the present Protocol shall not affect the obligations of States Parties to the four 
Geneva Conventions of 12 August 1949 and the Additional Protocols thereto of 8 June 1977, nor 
the opportunity available to any State Party to authorize the International Committee of the Red 
Cross to visit places of detention in situations not covered by international humanitarian law. 


Article 33 


1. Any State Party may denounce the present Protocol at any time by written notification 
addressed to the Secretary-General of the United Nations, who shall thereafter inform the other 
States Parties to the present Protocol and the Convention. Denunciation shall take effect one year 
after the date of receipt of the notification by the Secretary-General. 


2. Such a denunciation shall not have the effect of releasing the St ate Party from its obligations 
under the present Protocol in regard to any act or situation that may occur prior to the date on 
which the denunciation becomes effective, or to the actions that the Subcommittee on Prevention 
has decided or may decide to take with respect to the State Party concerned, nor shall 
denunciation prejudice in any way the continued consideration of any mae already sei 
consideration by the Subcommittee on Prevention prior to the date on which the denunciation 


becomes effective. 
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3. Following the date on which the denunciation of the State Party becomes effective, the 
Subcommittee on Prevention shall not commenceconsideration of any new matter regarding that 


State. 
Article 34 


1. Any State Party to the present Protocol may propose an amendment and file it with the 
Secretary-General of the United Nations. The Secretary-General shall thereupon communicate the 
proposed amendment to the States Parties to the present Protocol with a request that they notify 
him whether they favour a conference of States Parties for the purpose of considering and voting 
upon the proposal. In the event that within four months from the date of such communication at 
least one third of the States Parties favour such a conference, the Secretary-General shall 
convene the conference under the auspices of the United Nations. Any amendment adopted by a 
majority of two thirds of the States Parties present and voting at the conference shall be submitted 
by the Secretary-General of the United Nations to all States Parties for acceptance. 


2. An amendment adopted in accordance with paragraph 1 of the present article shall come into 
force when it has been accepted by a two -thirds majority of the States Parties to the present 
Protocol in accordance with their respective constitutional processes. 


~ 3. When amendments come into force, they shall be binding on those States Parties that have 
accepted them, other States Parties still being bound by the provisions of the present Protocol and 
any earlier amendment that they have accepted. : 

_ Article 35 

Members of the Subcommittee on Prevention and of the national preventive mechanisms shall be 

accorded such privileges and immunities as are necessary for the independent exercise of their 

functions. Members of the Subcommittee on Prevention shall be accorded the privileges and 


immunities specified in section 22 of the Convention on the Privileges and Immunities of the 
United Nations of 13 February 1946, subject to the provisions of section 23 of that Convention. 


Article 36 


When visiting a State Party, the members of the Subcommittee on Prevention shall, without 


prejudice to the provisions and purposes of the present Protocol and such privileges and 
immunities as they may enjoy: 


(a) Respect the laws and regulations of the visited State: 


(6) Refrain from any action or activity incompatible with the impartial and international nature of 
their duties. 


Article 37 


1. The present Protocol, of which the Arabic, Chinese, English, French, Russian and Spanish texts 
are equally authentic, shall be de posited with the Secretary-General of the United Nations. 


2. The Secretary-General of the United Nations shall transmit certified copies of the present 
Protocol to all States. | 
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24. Basic Principles for the Treatment of Prisoners 

and proclaimed by General Assembly resolution 45/111 of 14 December 1990 

1. All prisoners Shall be treated with the res 
human beings. 


Adopted 


pect due to their inherent dignity and value as 


There shall be no discrimination on the grounds of race, colour, sex, language, religion, 

political or other opinion, national or social Origin, property, birth or other status. 

3. Itis, however, desirable to respect the religious beliefs and cultural precepts of the group to 
which prisoners belong, whenever local conditions SO require. 

4. The responsibility of prisons for the custody of prisoners and for the protection of society 
against crime shall be discharged in keeping with a State's other social objectives and its 
fundamental responsibilities for Promoting the well-being and development of all members 
of society. 

9. Except for those limitations that are demonstrably necessitated by the fact of incarceration, 
all prisoners shall retain the human rights and fundamental freedoms set out in the 
Universal Declaration of Human Rights, and, where the State concerned is a party, the 
International Covenant on Economic, Social and Cultural Rights, and the International 
Covenant on Civil and Political Rights and the Optional Protocol thereto, as well as such 
other rights as are set out in other United Nations covenants. 

6. All prisoners shall have the right to take part in cultural activities and education aimed at 
the full development of the human personality. 

7. Efforts addressed to the abolition of solitary confinement as a punishment, or to the 
restriction of its use, should be undertaken and encouraged. 

8. Conditions shall be created enabling prisoners to undertake meaningful remunerated 
employment which will facilitate their reintegration into the country's labour market and 
permit them to contribute to their own financial support and to that of their families. 

9. Prisoners shall have access to the health services available in the country without 
discrimination on the grounds of their legal situation. 

10. With the participation and help of the community and social institutions, and with due 

regard to the interests of victims, favourable conditions shall be created for the 

reintegration of the ex-prisoner into society under the best possible conditions. 


11. The above Principles shall be applied impartially. 
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95. Declaration of Basic Principles of Justice for Victims of Crime and 
Abuse of Power 


Adopted by General Assembly resolution 40/34 of 29 November 1985 


A. Victims of Crime 


{. "Victims" means persons who, individually or collectively, have suffered harm, including physical 
or mental injury, emotional suffering, economic loss or substantial impairment of their fundamental 
rights, through acts or omissions that are in violation of criminal laws operative within Member 
States, including those laws proscribing criminal abuse of power. 


2. A person may be considered a victim, under this Declaration, regardless of whether the 
perpetrator is identified, apprehended, prosecuted or convicted and regardless of the familial 
relationship between the perpetrator and the victim. The term "victim" also includes, where 
appropriate, the immediate family or dependants of the direct victim and persons who have 
suffered harm in intervening to assist victims in distress or to prevent victimization. 


3. The provisions contained herein shall be applicable to all, without distinction of any kind, such 
as race, colour, sex, age, language, religion, nationality, political or other opinion, cultural beliefs or 
practices, property, birth or family status, ethnic or social origin, and disability. 


Access to justice and fair treatment 


4. Victims should be treated with compassion and respect for their dignity. They are entitled to 
access to the mechanisms of justice and to prompt redress, as provided for by national legislation, 
for the harm that they have suffered. | 


5. Judicial and administrative mechanisms should be established and strengthened where 
necessary to enable victims to obtain redress through formal or informal procedures that are 
expeditious, fair, inexpensive and accessible. Victims should be informed of their rights in seeking 
redress through such mechanisms. 


6. The responsiveness of judicial and administrative processes to the needs of victims should be 
facilitated by: 


(a) Informing victims of their role and the scope, timing and progress of the proceedings 
and of the disposition of their cases, especially where serious crimes are involved and 
where they have requested such information; 


(6b) Allowing the views and concerns of victims to be presented and considered at 
appropriate stages of the proceedings where their personal interests are affected, without 
prejudice to the accused and consistent with the relevant national criminal justice system; 


(c) Providing proper assistance to victims throughout the legal process; 


(d) Taking measures to minimize inconvenience to victims, protect their privacy, when 


necessary, and ensure their safety, as well as that of their families and witnesses on their 
behalf, from intimidation and retaliation; 
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(e) Avoiding unnecessary delay in the disposition of cases and the execution of orders or 
decrees granting awards to victims. 
7. Informal mechanisms for the resolution of disputes, 


customary justice or indigenous Practices, should be util 
conciliation and redress for victims. 


including mediation, arbitration and 
ized where appropriate to facilitate 


Restitution 


Property or payment for the harm or loss suffered, reimbursement of expenses incurred as a result 
of the victimization, the provision of services and the restoration of rights. 


9. Governments should review their practices, regulations and laws to consider restitution as an 
available sentencing option in criminal cases, in addition to other criminal sanctions. 


10. In cases of substantial harm to the environment, restitution, if ordered, should include, as far 
as possible, restoration of the environment, reconstruction of the infrastructure, replacement of 
community facilities and reimbursement of the expenses. of relocation, whenever such harm 
results in the dislocation of a community. 


11. Where public officials or other agents acting in an official or quasi-official Capacity have 
violated national criminal laws, the victims should receive restitution from the State whose officials 
or agents were responsible for the harm inflicted. In cases where the Government under whose 
authority the victimizing act or omission occurred is no longer in existence, the State or 
Government successor in title should provide restitution to the victims. 


Compensation 

12. When compensation is not fully available from the offender or other sources, States should 
endeavour to provide financial compensation to: 

(a) Victims who have sustained significant bodily injury or impairment of physical or mental health 
as a result of serious crimes; 

(b) The family, in particular dependants of persons who have died or become physically or 
mentally incapacitated as a result of such victimization. 


13. The establishment, strengthening and expansion of national funds for compensation to victims 
should be encouraged. Where appropriate, other funds may also be established for this purpose, 
including in those cases where the State of which the victim is a national is not in a position to 


compensate the victim for the harm. 
Assistance 

14. Victims should receive the necessary material, medical, psychological and social assistance 
through governmental, voluntary, community-based and indigenous means. 

15. Victims should be informed of the availability of health and social services and other relevant 
assistance and be readily afforded access to them. 
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16. Police, justice, health, social service and other personnel concerned should receive training to 


sensitize them to the needs of victims, and guidelines to ensure proper and prompt aid. 


17. In providing services and assistance to victims, attention should be given to those who have 
special needs because of the nature of the harm inflicted or because of factors such as those 


mentioned in paragraph 3 above. 


B. Victims of Abuse of Power 


18. "Victims" means persons who, individually or collectively, have suffered harm, including 
physical or mental injury, emotional suffering, economic loss or substantial impairment of their 
fundamental rights, through acts or omissions that do not yet constitute violations of national 
criminal laws but of internationally recognized norms relating to human rights. 


19. States should consider incorporating into the national law norms proscribing abuses of power 
and providing remedies to victims of such abuses. In particular, such remedies should include 
restitution and/or compensation, and necessary material, medical, psychological and social 
assistance and support. 


20. States should consider negotiating multilateral international treaties relating to victims, as 
defined in paragraph 18. | 


21. States should periodically review existing legislation and practices to ensure their 
responsiveness to changing circumstances, should enact and enforce, if necessary, legislation 
proscribing acts that constitute serious abuses of political or economic power, as well as promoting 
policies and mechanisms for the prevention of such acts, and should develop and make readily 
available appropriate rights and remedies for victims of such acts. 
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26. Format for filing a complaint with the NHRC 


A. COMPLAINANT’S DETAILS 


2. Sex Male = Female | 


4. Full Address 5. District i Ff 


B. INCIDENT DETAILS 


C. VICTIM’S DETAILS 


1. Name of the victim = 2 . 3.State 


7. Religion 8.Caste 9. Sex 10. Age 11.Whether Disabled 
(SC/ST/OBC/General) person 
Contd..... 
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D. Brief summary of facts/allegations of human rights involved 


E. Whether complaint is against Members of Armed Forces / Para-Military 


Yes No 


ay i 


F. Whether similar complaint has been filed before any Court/ State Human Rights Commission 


G. Name, designation & address of the public servant against whom Complaint is being made 


H. Name, designation & address of the authority/officials to whom the public servant is answerable 


|. Prayer/ Relief if any, sought 


People's Watch 
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Guidelines on how to file complaint with the NHRC 


t ' tans 
Complaint may be made to the Commission by the victim or any other person on his 


behalf. 


2. Complaint should be in writing either in English or Hindi or in any other language included 


in the eighth schedule of the Constitution. Only one set of complaint needs to be 
Submitted to the Commission. 


3. Complaint may be sent either by Post-or Faxed at Nos. 91-11-23382911/ 23382734 or 
through e-mail covdnhrc@nic.in 


4. No fee is chargeable on such complaints. 


9. The complaint shall disclose i) violation of human rights or abetment thereof or: (ii) 
negligence in the prevention of such violations, by a public servant. 


6. The jurisdiction of the Commission is restricted to the violation of human rights alleged to 
have been committed within one year of the receipt of complaint by the Commission. 


7. Documents, if any enclosed in support of the allegations in the complaint must be legible. 


8. Name of the victim, his/ her age, sex, religion/ caste, State and District to which the 
incident relates, incident date etc. should invariably be mentioned in the complaint. 


9. Please submit the complaint preferably in the enclosed format. 
10. Following types of Complaint(s) are not ordinarily entertainable: 
i. Illegible 
ii. Vague, anonymous or pseudonymous; 
ii. Trivial or frivolous in nature; 
iv. The matters which are pending before a State Human Rights Commission or any 
other Commission; 


v. Any matter after the expiry of one year from the date on which the act constituting 
violation-of human rights is alleged to have been committed: 


Vi. Allegation is not against any public servant; 

vii. The issue raised relates to civil dispute, such property rights, contractual 
obligations, etc; 

vill. The issue raised relates to service matters; 

ix. The issue raised relates to labour/industrial disputes; 

x. Allegations do not make out any specific violation of human rights; 

xi. The matter is sub-judice before a Court/ Tribunal; 

xii. The matter is covered by judicial verdict/decision of the Commission. 


11. As far as possible complainants are encouraged to make use of the format given above 
to file their complaints. The guidelines indicate the kind of information, which would 


facilitate in processing a complaint. 
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27. Contact Details 


4. National Human Rights Institutions 


National Human Rights Commission National Commission for Women (NCW) 
(NHRC) 4, Deen Dayal Upadhayaya Marg, 

Faridkot House, Copernicus Marg, New Delhi-110 002. 

New Delhi-110001, Ph: 91-11-23237166, 91-11-23236988 

Ph: 011 — 23382747 Fax : 91-11-23236154 

Fax No: 011 — 23384863(Admn) ‘Complaints Cell : 91-11-23219750 
23386521{Law) Email :ncw@nic.in 


For Complaints-filing /status, General queries | Website ; www.ncw.nic.in 
MADAD : 91-11-23385368 

Mobile: +919810298900 

E.Mail: nhrc@ren.nic.in 


Website: www.nhrc.nic.in 


National Commission for Scheduled Tribes 
(NCST) 

6" Floor, Lok Nayak Bhavan, 

Khan Market, New Delhi -110 003. 

Ph: 180011777(Toll Free), +91-11 — 24620969 
Website: www.ncst.nic.in 


National Commission for Scheduled 
Castes (NCSC) 


5th Block, 44th Floor, Lok Nayak Bhavan, 
New Delhi -110 003. 

Phone No: +91-11 — 24635722 ,24625378 
Fax No: +91-11 — 24625378 

E-Mail: jointsecretary-ncsc@nic.in 


Website: www.ncsc.nic.in 


National Commission for Backward Classes 
(NCBC) | 

TRIKOOT-1, Bhikaji Cama Place, 

New Delhi -110 066 

Ph : +91-11-26189210-12 

Fax : +91-11-26183227 ) 

E-Mail: dir-ncbc@nic.in, cbious-ncbc@nic.in 


Website: www.ncbc.nic.in 


National Commission for Minorities (NCM) 
5th Floor, Lok Nayak Bhavan, 
Khan Market, New Delhi -110 003 
Fax : +91-11-24693302, 24642645, 
24698410 : 

E-Mail: ncm-mma@nic.in 


Website: www.ncm.nic.in 


2. State Human Rights Institutions 


Andhra Pradesh Assam 

The Chairperson The Chairperson, 

“Gruhakalpa’, M.J. Road, Hyderabad-500001, | Statfed H.O Building, GMC Road, 
E-Mail: apbhumanrights@ap.nic. in. Bhangagarh, Guwahati - 781005 
Tele(o):24601571, Fax:24601573, Ph: +91-361 - 2452387(O), 2360426 (R) 
E-Mail:aphumanrights@ap.nic.in. Fax: +91-361 - 2529450/2527076 
E-Mail: hrca@sancharnet.in 


Chhatisgarh Gujarat 

The Chairperson ) Home Deptt., Govt. of Gujrat, 
Near Mantralaya, Raipur-492001. Near Town Hall Sec-17, 
STD: 0771, Fax: 2235590, Gandhi nagar-382017 

E-Mail: cghrcryp@sify.com. Ph: +91-79-23257546 
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The Chairperson Jammu&Kashmir 


ne The Chairper 
Pines grove Building, Shimla-171002 ane 
. ’ - Dawn building, Dal 
Die: : g, Dalgate, 
ax: 0177- 224908. Srinagar-119001. 
STD: 0194, Fax: 454046, Tele(o):2481802, 
2454046, Fax:2454046. | 


Himachal Pradesh — i 


Karnataka Tiavale 


Shri Venkataramana Niwas, No. 399 Th 
4th Cross, Second Block. | © Chairperson 


. M.P. Appan Road, Vazhuth 
Second State Rajmahal Vilas Extension, Thiruvanariithineam-easoaa on 


Bangalore-560094. “open 0471-2337145 Fax: 0471-2337148, 
-Mail: ksh O : 
Madhya Pradesh rctvpm@vsnI.net. 


Mani 
The Chairperson — 


Paryavas Bhawan, Arera Hills. Jail R The Chairperson 
n, Arera Hills, Jail Road, Courts comp! x 
Bhopal-462001, mplex, Lamphel, Imphal -795004, 


STD: 0385, Fax: 2410472. 
STD: 0755, Tele(o):2764505, Fax: 574028, E-Mail: mhre@man.nic.in. 
E-Mail: mphrc@sancharnet.in, 


Maharashtra 
The Chairperson 
9, Hajarimal Somani Marg, Near CST Railway 
Station, Mumbai-400001. 

Fax: 022-2885858, 22091804. 
Tele(0):22071155/22073434 


Orissa 
The Chairperson 

Toshali Plaza Complex (2nd Floor), 

Satya Nagar, P.O. Saheed Nagar, 
Bhubaneswar-751007, Orissa 

Fax: +91- 674- 2564333/2390563/2565110 
Ph: +91-674- 2572234 (O) 2436634 (R) 


Punjab 

The Chairperson 

SCO NO. 20-21-22, SECTOR 34A, 

CHANDIGARH 160 034, India 

Ph. : 91-172-2608463, 91-172-2608575, 
91-172-2608539 

Fax : 91-172-2608520 (Chairperson) 
91-172-2608469 ( Secy.) 
91-172-2608587 (1.G) 

Email: pshrc_chd@yahoo.com 

Website: www.pshrc.net 

Tamil Nadu 

The Chairperson 

Thiruvarangam Maligai, 

143, P.S. Kumaraswamy Raja Salai, 

Greenways Road, Chennai - 600 028. 

Ph: +91-44-24951484 Fax: +91-44-24951484 

E-Mail: shrc@tn.nic.in 


Website: www. 


Rajasthan 

The Chairperson 

State Secretariat, Jaipur, 

Tele(0):): 0141-2227868 Fax: 2227738, 
E-Mail: rshrc@raj.nic.in. 


Website: www.rshrc.nic.in 


Uttar Pradesh 
The Chairperson 

1/183, Vineet Khand, Gomati Nagar, 
Lucknow — 226010. 

Tele(o):0522-2726742 , Fax: 0522-2726743, 


E-Mail: uphrclko@yahoo.co.in 


West Bengal 
The Chairperson 

Bhabani Bhavan, Alipore, Kolkata-700027, 
Tele(o): 033-24797259, Fax: 033-24799633, 
E-Mail: wohrc@cal3.vsni.net.in. 

Website: www.wbhrc.nic.in 
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4. Inter-Governmental Organizations (IGOs) 


' African Commission on Human and Peoples’ | European Court of Human Rights 
| 


| Rights 67075 Strasbourg-Cedex, France 
| Kairaba Avenue, P.O. Box 673 Tel.: +33-3-88 41 20 18 
| Banjul, The Gambia Fax: +33-3-88 41 27 30 
| Tel.: +220 4392 962, Fax:: +220 4390 764 http://www.echr.coe.int/ 


E-mail: achpr@achpr.org , http:/Awww.achpr.org 


Inter-American Commission on Human 
Rights 

1889 F St., NW, Washington, D.C. 

USA 20006. Tel.: +1-202-458 6002 

Fax: +1-202-458 3992. 

E-mail: cidhoea@oas.org 


http://www.cidh.oas.org/ 


European Committee for the Prevention of 
Torture 

Human Rights Building, Council of Europe 
F-67075 Strasbourg Cedex, 

France 

Tel.: +33 3 88 41 39 39 

Fax: +33 3 88 41 27 72 

E-mail: cotdoc@coe. int, www.cpt.coe. int 


Office of the UN High Commissioner for 
Human Rights 
OHCHR-UNOG, CH 1211 Geneva 10, 
Switzerland, Tel.: +41-22-917 9000 
Fax: +41-22-917 9022 . 
E-mail: to-petitions@ohchr.org 
http:/Awww.unhchr.ch/ : 


| UN Committee Against Torture 
c/o Office of the High Commissioner for 
Human Rights (above) 


www.ohchr.org/english/bodies/cat/ 


UN Special Rapporteur on the Right to the 
Highest Attainable Standard of Health 
c/o Office of the High Commissioner for Human 
Rights (above), Fax: +41 22 917 9003 

E-mail for urgent appeals: urgent- 
action@ohchr.org 


http://www.ohchr.org/english/issues/health/right/ 
index.htm 


UN Special Rapporteur on Torture 
c/o Office of the High Commissioner for 
Human Rights (above) | 
E-mail for urgent appeals: urgent- 
action@ohchr.org 


http:/Awww.ohchr.org/english/issues/torture/ra 
pporteur/index.htm 


- UN Voluntary Fund for Victims of Torture. 
Secretariat of UN Voluntary Fund for Victims of Torture 
c/o Office of the High Commissioner for Human Rights 
Trust Funds Unit/Support Services Branch, CH-1211 Geneva 10, Switzerland 
Tel.: +41 22 917 93 15, Fax: +41 22 917 90 17 
E-mail: unvfvt@ohchr.org www.unhchr.ch/html/menu2/9/vftortur. htm 


5. Non-Governmental Organizations (NGOs) and Professional Associations 


Amnesty International (Al) Association for the Prevention of Torture 
International Secretariat (APT) 
1 Easton St, London WC1X ODW Route de Ferney 10, Case postale 2267, 
UK CH-1211 Geneva 2 Switzerland 
Tel.: +44 20 7413 5500 Tel.: +41-22-919 21 70 
Fax: +44 20 7956 1157 Fax: +41-22-919 21 80 
E-mail: amnestyis@amnesty.org E-mail: apt@apt.ch 
| http:/Awww.amnesty.org/ http://Awww.apt.ch/ 
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British Medical Association 
BMA House, Tavistock Square 
London WC1H 9JP, UK 


Tel.: 020 7387 4499 Fax: 020 7383 6400 
E-mail: 


http: /Awww.bma.org.uk/ap.nsf/Content/Hube 
ontactus (through web form) 
nitp://www.bma.org.uk/ap.nsfiContent/Hubet 
NICS 


Human Rights Foundation of Turkey 
Menek' \e 2 Sokak No: 16/5, 

06440 Kizilay, Ankara 

Turkey 

Tel.: +90 312 417 71 80 

Fax: +90 312 425 45 52 


E-mail: tihv@tr.net 
www.tihv.org.tr/eindex.htm| 


The Center for Victims of Torture (Minnesota) 
Minneapolis Healing Center 

717 East River Road 

Minneapolis, MN 55455 

USA 


Tel.: +1 612.436.4800 
Fax: +1 612.436.2600 


E-mail: Cvt@cvt.org 


Human Rights Watch (HRW) 
350 Fifth Avenue, 34th Floor 
New York, NY 

10118-3299 USA 

Tel.: +1-212-290 4700 

Fax: +1-212-736 1300 


E-mail: hrwnyc@hrw.org 
http://www. hrw.org/ 


International Committee of the Red Cross 
19 Avenue de la Paix 

CH 1202 Geneva, 

Switzerland 

Tel.: +41-22-734 60 01 

Fax: +41-22-733 20 57 


E-mail: webmaster.qva@icrc.org 
http://www. icre.org/ 


Medical Foundation for the Care of 
Victims of Torture 

111 Isledon Road, London N7 7TJW, UK 
Tel.: +44 20 7697 7777 

Fax: +44 20 7697 7799 

E-mail: through form on website 


www.torturecare.org.uk 
REDRESS 


International Rehabilitation Centre for Torture 
Victims (IRCT) 

Borgergade 13, P.O. Box 9049 DK-1022 
Copenhagen K, Denmark, Tel.: +45-33-76 06 00 
Fax: +45-33-76 05 00 

E-mail: irct@irct.org , http://www. irct.org 

| (includes the contact details of centres for victims 
of torture in many countries) 


| 


Physicians for Human Rights (PHR) 
Two Arrow Street 

Suite 301, Cambridge, MA 02138, USA 

Tel.: +1-617- 695-0041, Fax: +1-617-301-4250 


E-mail: phrusa@phrusa.org 
http://www. phrusa.orq/ 


World Health Organisation 


87 Vauxhall Walk Avenue Appia 20 
London SE11 5HJ 1211 Geneva 27 
UK Switzerland 


Tel.: + 41 22 791 21 11 

Fax: + 41 22 791 3111 
E-mail: info@who. int 
http:/Awww.who.int/ethics/en/ 


World Organisation Against Torture (OMCT) 
PO Box 21 

8 rue du Vieux-Billard 

CH-1211 Geneva 8, Switzerland 

Tel.: + 41 22 809 4939 

Fax: + 41 22 809 4929 


E-mail: omct@omct.org 
http://www.omct.org/ 


Tel.: +44 207 7793 1777 
Fax: +44 207 7793 1719 


E-mail: info@redress.org 
http://www.redress.org/ 


World Medical Association (WMA) 
13 ch. du Levant 

CIB - Batiment A | 

01210 Ferney-Voltaire, Franc 

Tel.: +33 4 50 40 75 75 

Fax: +33 4 50 40 59 37 


E-mail: wma@wma.net 
http://www.wma.net/ 
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EU All State Office Address 


Bihar 
L-1/1, Shri Krishna Puri, 
Patna — 800 001, 
BIHAR 

Ph: +91-651-3250115 


E-mail: bihar@pwtn.org 


Andhara Pradesh 
Door No: 6-1-69/4/2 Lutheran Church Road, 


Lakdi-Ka-Pool, Hydrabad-500 004. 
Ph: +91-866-23230313 


E-mail: ap@pwin.org 


Karnataka Kerala 


SICHREM, 3/354, Chirathara, 
No.35, Anjanappa Complex, Ground Floor, Muttada PO, 


Trivandrum - 695 025. 
Ph : +91-471-2465036 


E-mail: kerala@pwtn.org 


Hennur Main Road, Lingarajapuram, 
Bangalore 560 084 

Ph : +91-80-25473922, 25463308 

| Ph & Fax :080-25492856 


E-Mail: karnataka@pwtn.org 


Rajasthan 
Sasvika Sangatan, 


Sameeksha Campus, 
Near Pavansuth Colony, 
Opp. T.T. College, 
Jaipur Road, Mirshali, Ajmer — 305 001. 
Ph & Fax : +91-145-2621466, 2424719 
E-mail: rajasthan@pwtn.org 


Orissa 
No.294-A, Sahid Nagar, 
Bhubaneswar 7, 

Orissa. 

Ph : +91-6743-2543318 
E-Mail: orissa@pwtn.org 


Tamil Nadu Uttar Pradesh 
People’s Watch Tamil Nadu, S-6/25-26, Police Line, 


6 Vallabhai Road, Madurai — 625 002 
Ph :0452-2531874, 2539520 
Fax: 0452-2531874 


E-Mail: tamilnadu@pwtn.org 


Bakki Bazar, 

Varanasi-221 002 

Mob:+91-9839452531 

E-mail: up@pwtn.org | 


West Bengal 
26 Guitendal Lane, 

Howrah-711101 

West Bengal India. 

Phone: +91-33-26404520, 26508700 
Fax : +91-33-2640 4118 


E-mail: masumindia@pwtn.org 
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The European Union 


The European Union is established in accordance with the Treaty on European Union. There are currently 25 
r sieies of the Union. It is based on the European Communities and the member States co-operation in the fields of 
on Foreign and Security Policy and Justice and Home Affairs. The five main institutions of the European Union are the 
European Parliament, the Council of Ministers, the European Commission, the Court of Justice and the Court of Auditors. 

The European Union is a major player in international Co-operation and development aid. It is also the world's 
largest humanitarian aid donor. Today, the European Community has political and financial responsibility for over 11% of the 
world’s public aid (ODA), compared with 5% in 1985. 

The primary aim of the EC's own development policy, agreed in November 2000, is the eradication of poverty. To 
enhance its impact, the EC is targeting its assistance on six priority areas: trade and development: regional integration and 
co-operation; support to macroeconomic policies and equitable access to social Services; transport; food security and 
sustainable rural development: institutional capacity building, good governance and the rule of law. In addition to these core 
areas, important crosscutting issues are being mainstreamed into development activities namely: human rights, gender 
equality, environment and conflict prevention. | 


Comm 


Delegation of the European Commission in India 
65 Golf Links, New Delhi 110 003, India 
Tel: +91 11 24629237 
Email: delegation-india@ec.europa.eu 


Friedrich-Naumann-Foundation 


The Friedrich Naumann Foundation is a German non-profit institution primarily engaged in the strengthening of 
democratic and pluralist development both in the industrialized and the developing world. The Naumann Foundation has its 
activities spread over in more than 60 countries across the world. : 

The Friedrich Naumann Foundation promotes the principle of freedom in human dignity, both in Germany as well as 
abroad together with its partners-through political education, political advice and political dialogue. The Foundation has the 
following objectives: 


> Tosensitize people on political issues and motivate them to get involved. 
> To provide liberal answers to the burning issues of the day, and to incorporate new findings and experiences- 


including those from other cultures-into liberal solutions. 
> Tostrive for cooperation in development through free international trade and through helping to establish free and 


responsible civic societies in developing countries. 
> Towork towards world wide victory ofhuman and civil rights. 


India and Regional Office, South Asia 
Friedrich-Naumann-Foundation 
USO House 
6, Special Institutional Area 
New Delhi 110067, India 
Tel: +91 11 26862064 
Email: officeindia@india.fnst.org 


You Cam Make A Difference 


We, Doctors and Hospitals, say “No” to Torture 


“The Physician shall not aid or 
abet torture nor shall be a party 
to either infliction of mental or 
physical trauma or concealment 
of torture inflicted by some 
other person or agency in clear 
violation of human rights.” 


Code of Medical Ethics, Medical Council of India - Notification dated 6th April 2002 


=S 


In order to restore shattered lives we need 
doctors, hospitals, lawyers, academicians 
and political parties 


National Project on Preventing Torture in India 


